+ ae 
Sie Le spe, 
PVR 
em pahpeceanind 


Sey ott 
ser 


Paes i baler ne 


6 op 


beers te 
PS e ey a 


Pitsie cok epee 
RE A iS a 
ee rea ha 
PPE A ee 


ise ado toda 
Me Re Ue 
rs abe te 


tS EPS PASS 
Es AEE RP Cal SPX ARE 
Se ikl eee ed 
Perens 


PP 
Ppt 


DO EEO PENN 


re Sen een 7 
Pitan 
Rp fem tee mye 


Ape ieee 


abet 


Veer ee 

“4 Wich rane iay otha tes 
¥ RS aes Pes 
Lt ee 

eet 


On 2 
rose Toe te eS 
PgR seg 
. reread bem Mae Wea Aree th Legea | 
eee oe wane end ‘ake 
Pe re eaen sede ER| 
a a I 
ve eee 
DAR AAS RA rir ghebg 


ay 


ae A, Fe, ve oes 
POR eb y ee: 
Dey Ray teeyhl Ne na iat 
Mg yh rae 
ara vines 
is Ses ies at Ue 
ce 


he ieuhar inn 


Fr es 
EPL SPS RE Pre 4p 
? PE Gee 


ak 
iPr as 

FE AAAI BI 

PER Rag PIS sc 


oy 


Pe bp 


Dobie abet ah pie Meio yea 


Be goe 


wet iee 


é 5% 


a Sa ed W eye 


Se 
way 


Ose eds 


a 
if Ps 


Ble ey pe 
Se tun fond 
Mt ed De 


aK 
ee 


4, 


e 


ete 


ee 


fig ee 1 


array 
ae 


Std (ds 
Volt BF DE A 
G Saftey Woe 21 $09 ap aediy- 
Fok od fb hp ee fa PeNeie 
Ihe wWRipenides oe 
bands aod piial pn 


ran 


pk Se ea? %, 
Se kk Pt ip} 
agitate sty ded ee 
ey 


“§$ 
’, as 
Seo rag 
fe: Doakeiey i Paes ted ‘ 
Fd 2 i ey v 
UE PFS car tial ab 


jaf Dis 

ib SB eh Hs . 
Ta Mee tere ee ey 
tie} 


e 
+ Foi 


; : j cu 
BP INES i a bode eae pat ots 


Pte Pana ANE ih 


bd Sb ah DE 


my 
Prey eae 


Be OE NANT 4 
P< 
tN hd ee OE 


y 


bos 
ee 


ne 
Sad 
Cat ede Bes 


ere fees . a ya ea 


oF 
es 


yee . 
Pee ro 
A of 

ay 


bah sat de 
i 


eps 
‘ Nahe atin AE 
iS is Pi Pi Pilar edi Deld 
eh oma WSR Bi: 
i Se Se et 8. 
BE fA NE neti, Ae. 
4 fee SA ase ye 
PPB PaaS ; : 
IEE MAT Fiat cn 
Pagan’ Sue ee 
re espe rit 
gE Qe PAPURCE tree oF Mere 
BAP PLL LNABRSP. 
PEI PN RFS 


hi y 
of A oa et 
THe oP Feed 

PAE Pan Sain 
i SS 
Z Sone be da aa tee 
i Fete TR 


ar oe 
a 


es “§ REED 29 Kies c 
PES IP RSS oe 9 PS 
SR SPS ees pao e 


ae 
pee 


bes) 

EPRI PS 
HPS resi 204 
ae aS 

oF V4 BS 


Sip: 


8 ; 
Jue 


chides hi A hd 

B¥ ie ad 
taf ad vig 
6 Bit ' en 

bagi 

het goad 


be 
tf PO oa bbe ee , Py 
DS gH Se Bb sey sy : 


pis aoe see | 
igs el he ass 

Ble oa aati ab dvgsae ket ales 

Pad 5. hl Cen A aate 4 Pw 


av We shed ; ? 
Sour eee bie) Fa de) 
oes 3 r 


dur echy 2 


poate 


Es 


oiad 


eal 
faa, 


Rise rina 
SS Se tah dP A Sei oe Il, 
ee ae ' laetet 

heeled ators iheabsis 

i 

i 

be 


a 


BS 
Ns 
Te 
on 
‘ 
Sy 


rete. 

: 
Sg os 
~~ 


Set t 
deer 


mre Se 
Seo hes 
Sp Aes © 
ayotia! 
> ‘Ss 


a 


oe 
ayise 
Sk 


ee 
oe 
ey 


¥y 
Nat 
pees ; 
—- 


2 
= 
- 


ie, 


cee 


ete ete) 
be bet kon Fe 
Abt 
cE SEA IRAE AC Cae 


Prd8 
Feb 


4 
Peer ees 


aie ee 


tLe £ 
ap 


at 
int EE Gs 
SERRA ua APSE 
Cea et os the) if 


nab r “4 
BS Fedo 4 hed ¢ 
PSS h gel ge i) sais ao ee 
t Pre 
if Ree ‘) Nbr) shad i 
; ¥ 1 Pee REACT NR Lg ONE 
bi CARE Ee 


ee pera aa 
ANAS TE dt 
ed Seth Sea, 
So PS Fa obser Ls ees} 
Be eR eee tte ed 1 Bas 
Fibs Saat bok os aed 
: Led cps <3 ay 
Pap Mee 


Bae ee 
Fited 


BM Tada 4 


BP MO Sap 


RR PALO TS Sy yo tn ‘ 
ere tee a Neat a es # 
us Lane ye, EP eRe 8 AY yo 


toe ay 
A 
a 


a 


Biba prin goes eo 


eed 


Re Le 


1 be ALD 


Be 


= 
= 
= 
a 
in 
- 
Oo 
oO 
mw 
in) 
= 
WW 


% % S<, yd, 
he, Ge x‘ - “%, Ge yu he LJ ; 
Ve 40 A mek oc fa 


Oy pow a TE : SS 
“%, DUE TWO WEEKS FROM LAST DATE 


we 
| ae e 
\ tan bw td oh 
; >". 
é ; * 


LWW sous ~ 


eo 0, & 
Se, SEP 12 195 Pa. 


| oe 25 1956 : %F 
w ys 
s AUG15 1984 A 


NY 


LI Z.. De pr ra) 5 De fews Ce, Cow mittee on: Medical and Hes 
‘oe 
0 & the vw ec Porees TABLE OF SS EERE REPORT 


Tab 
Code 


A 
B 
C 
D 


pay 
x2 
X3 
xh 


Wi 


We 


Ww. 


Wh 


Vi 


l[Se OL mod "a. 
USe r Mes Ca| Wo6 tee om 


j 595° 


‘ fa. / Ser vied s 


Place 
: Pa Taba3 on Page 
Table of Contents 3 3-4 
Introduction ; h 5-6 
General Findings and Conclusions 6 7-8 
Recommendations Ly 14 - 15 
Dela Classification and Mobilization of 
Medica power for the Armed Forces 19 19 = 20 
1. Discussion 19 19- 20 
2e Factors Involved 20 21 = 22 
3. Classification 21 21 - 22 
h. Mobilization 22 23 = 2h 
5. Conclusions 27 27 = 28 
6. Recommendations 31 31 = 32 
7e Letter Extracts and Testimony 33 33 - 3h 
D=-1b Professional and Military Emergency 
Training Programs within the Armed Forces 96 97 - 98 
1. General 96 97 - 98 
2. Elements of the Problem 99 99 - 100 
3e Conclusions 105 105 - 106 
4. Recommendations 106 107 - 108 
5- Letter Extracts and Testimony 108 109 - 110 
D-lc General Policies Relative to Assignment 
on Medical Personnel Including Use of 
Recognized Specialists and Consultants 17, 175 - 176 
1. Discussion 7 Seana 175 = 1% 
2. Conclusions 2 8 oS 4. 177 = 178 
3. Recommendations ma asst @tan 177 = 176 
kh. Letter Extracts and Testimony § Lea : 178 179 = 180 
| oer! | 
D-ld Replacement Pools of Medical a age one 
epartment Personne Pi ©} 2hs5 2u5 =< 26 
oe “40 
1. Discussion : Om | es 245 - 2h6 
2e Conclusions O14. ahs 25 = 2h6 
3. Recommendations iw fi lO 2h6 2h7 - 248 
he Letter Extracts and Testimony ; : ia: 2h7 2h7 - 28 
D-ls Redeployment and Demobilization ‘a : 
. of Personnel 23 cn 283 283 = 28h 
Le - Redeplywr ASSIFIED meee 283 - 28h 


i ASTM 


; i 
" 3 = Sie 
, = Se 
Sc = Se 
ae * SY 
"ee « we 
xr gt: Pepnek werccee aun: -aeenisiod ty. * ~ 4S = Fo 
e. }*... pe comweuga pTore We tii = Tie 
XS §*) COMeTAaT OLS “Fas * Fy 
i F* Dy eesesrou ' Fad = Tae 
7¥ Tie ~ Tq 
> * “Popper pemveee giq JoepymovA J Tos ~ Fo 3 
a2“ FF: somcimeroye — Toe = TH 
Ss” eee & oF anapren 3 — Elee 80. ~ TOS 
, Ft. _ ee — - ws - & ai * ap 
nee Mees Be int pe 
ee O-° & (84 = 8G 
fi . —~ ; 
pe s o © ¢ ts 
2 — oe re 
S:". Ferre mpooge mg LeapTuonA 33 ee et 
.* e* pecommeigerTowe = —— yw 
se «= Cbueprexous | si * fe 
PS wePreeeeoesti‘(‘(‘<CS‘C(“#‘(C(“#(C(W ; S§ - f°? 
3° Gyeeergressson ; ( = 2. ee 
a 3S." §* ESsGpone a a ee ss 
— 2 aslenconnines | oe to = 
aginst ener . : ae 


rs aS prema me | ate F 
Bex i eek ST atteataiacl < ¢ 
3 


Tab Place 


Code 7 Page Tabs on Page: 
v2 2. Demobilization 286 287 - 288 
v3 3. Conclusions 289 289 - 290 
vu he Recommendations | 291 291 - 292 
v5 5. Letter Extracts and Testimony 293 293 - 29h 


D-1f Medical Department Organization from 
the Standpoint of Personnel, Equipment , 
Training, and Mission or actica 


Requiremen ] 


Ul 1. Discussion 
U2 2. Conclusions 
3. Recommendations 
ub lh. Letter Extracts and Séetameny 
D-lg Medical Logistics in Military Campaigns 
7 1. Discussion 
T2 2e Conclusions 
T3 3. Recommendations 
Th h. Letter Extracts and Testimony 


D-lh Hospitalization and Evacuation Policies 
within the Combat Zone and Evacuation 
to the Communication Zone and the 
Zone of ec Interior 


Sl 1. General 

S2 2 Elements of the Problem 
ae Hospitalization 
be. Evacuation Policies 


53 3. Conclusions 
Sh lh. Recommendations 
S5 5. Letter Extracts and Testimony 


D-li Hospitalization and Evacuation Policies 
Within the Zone of the Intcrior with 
Special Reference to Construction, 


Distribution and Distribution and Staffing of Military of Military 


Pe ee pe 
RL 1. Discussion 
R2 2- Conclusions 
R3 3. Recommendations 
Rh he Letter Extracts and —_— 


D-1j General Relationships with Other Branches 
of the Armed Services Relative to 
Medical Planning and Requirements 


Ql 1. General 


Su. 
Sui 
She 


5443 
545 


588 


588 


325 — (326 


325 - 326 
B29 5a 
Jos * J2e 
333 - 334 


393 = 39k 


393 - 394 
395 - 396 
395 - 396 
397 - 398 


463 - 6h 


463 - 46h 
465 - 66 
65 - 66 
69 - 470 
475 - 476 
481 - )82 
481 - 82 


Sua = 52 
Su - 52 


545 - 56 


589 - 590 


589 - 590 


Ey 
‘BD 
B 


fe pegesy 
ee 


wepsscee ws peerroenk 
HWecomkioud spTous 


x paver saris 


+ wesoudeagrerore 


NE 


fr ae 


per 
FRO 
Pate 


Hey 
rr 


D-lk Factors Contributing to Alleged Overlappin 


p2 
P3 
Ph 


2. Elements of the Problem 

3. Conclusions 

le Recommendations 

5. Letter Extracts and Testimony 


of Mcdical Functions anong the Armed Forces 


1. Discussion 

2. Conclusions 

3- Recommendations 

4. Lettor Extracts and Testimony 


D=-11 The Chicf Points or Circumstanccos within the 


Military Structure Contributing most to 
the Apparcnt Disaffoction of Mcdical Porsonnel 


1. Discussion 

2. Conclusions 

3. Recommendations 

lh. Letter Extracts and Testimony 


D-lm Comments on licdical Planning and 


Nl 
N2 
N3 
Nk 


Ke 


M1 
M2 
M3 
Mu 
MS 
M6 


M7 


intelligence 


le Discussion 

2e Conclusions 

3. Recomnendations 

kh. Lottcr Extracts and Testimony 


Co-ordination Mectings between Subcommittee 


on Employment of Medical Rcosources and ee. 


le Subcomittce on Medical Rescarch 

2e Subcommittee on Medical Intelligence 

3e Subcommittee on Medical Services 
for Dependents 

he Subcommittee on Aviation and Medicine 

5. Subcornimittec on Dental Matters 

6. Subcommittee on Training and Education 
of Medical Department Personnel 

7e Subcommittee on Programs for 
Hospitalization 


Place 


Tabs on Pages 


591 - 592 
597 - 598 
599 = 600 
601 - 602 


687 = 658 


657 - 658 
659 = 660 
659 ~ 660 
659 ~ 660 


695 ~- 696 


695 - 696 
697 ~ 698 
697 = 698 
699 = 700 


783 - 784 
783 = 78) 
785 - 786 
785 - 786 
785 - 786 


805 - 806 


805 - 806 
807 - 808 


811 - 812 
817 = 818 
819 - 820 
859 = 860 


875 - 876 


= 


¥ 


& Bes 


i 


nt ew . 


| ere sea 
(Bee ag 


ony 


ae 


Sf Oe Teogiees eesmcce Wid - 
| APCOMMT EPCS 


‘RESTRICTED 


25 May 1948 


FROM: Subcommittees on Employment of Military Medical Resources 


TOs The Executive sagemndecg Committee on Medical and Hospital 
Services of the Armed Forces 


REF: Restricted Letter, Office Secretary of Defense, Committes 
on Medical and Hospital Services of the Armed Forces, 
subject: Appointment ef Subcomittee on the Eup 
of Military Medical Resources, dated 16 March 1948. 

1. The incleeed report is submitted in compliance with 


instructions contained in paragraph 7 of reference letter. 


RESTRICTED 


RESTRICTED 


COMMITTER OM MEDICAL AND HOSPITAL SERVICES 
GF THE ARMED FORCES | 


Report of Subconmittes on Baployment of Military Medical Resources 


. C. ANDERSON 
Rear Admiral (MC) USN 
Cyxsirzan 


RESTRICTED) 


A. 


Cc. 


De 


RESTRICTED 
TABLE OF CONTFNTS 


NG 

GENERAL FINDINGS AND CONCLUSIONS 

RECOMMEND ATIONS 

SUPPORTING DATA 

1. Project Reports with Extracts of — 
* from Letters, Interviews and other Sources 
2. Reports of Subcommittee Coordinating 


Conferences 


RESTRICTED 


A, JNTROUC 


TION 


1. The members of thie Subcommittee have been in daily session 
since April 1, 1948. The approach to the broad objective indicated of 
"obtaining at the earliest possible date the maximum degree of coordina- 
tion, efficiency and economy in the operation of these services" as it 
is related to "careful considerations *##+# given to the areas of def- 
iciency, the operational errors and the malemployment of our medical 
resources, etc." has been covered. The desire for provision of the best. 
possible analysis of the controversial aspects, etc., and the procure- 
ment of “az many statements or opinions from as many qualified witnesses 
as practicable in order that impartial conclusions and recommendations 
may be reached" have been fulfilled to the maximum possible extent dur- 
ing this period. 


2. This Subcommittee under the guidance of the Fxecutive 
Secretary and the Executive Committee has studied the problems indica- 
ted, by reference to available pertinent historical and statistical 
data from the offices of the Surgeon General of the Army, The Bureau 
of Medicine and Surgery and of the Air Surgeon. As approved at the 
regular meeting of the Committee on Medical and Hospital Services of 
the Armed Forces on Tuesday, April 6, 1948, the Letters, Subject: 
Deficiencies, Operational Frrors and Malemployment of Military Medical 
Resources in World War II dated 7 April 1948 were sent to selected in- 
dividuals. 


3. A total of 90 individual sources of information have been 
utilised. The letter replies have been reviewed and opinions extracted. 
The letter response from various active and former members of the Medical 
Departments was enthusiastic in many instances. It is believed that very 
valuable basie material and suggestions have been submitted, from which, 
if properly referred to, in future planning, much benefit can be derived. 


4e The material obtained by interview has been, in certain 
instances, of the greatest interest and significance. The advantage 
of direct questioning in regard to certain concepts was obvious, In 
addition, several officers indicated their desire to express their 
thoughts in such manner rather than by submitting written comments. A 
disadvantage of the interviews was the increased difficulty of compiling 
the data obtained with appropriate placement as supporting information 
on the particular subject. The time factor involved for all parties 


~ 


eoncerned and the overall magnitude of the Subcommittee's task also 
contributed toward the limitation of the number of interviews held. 
It is believed interviews should in the future, if held, be restricte 
ed to those with experts or most experienced individuals. 


5. The Subcommittee reviewed the subject terms of reference 
being considered by other Subcommittees along with available reports 
therefrom at hand and coordination meetings were held with available 
members thereof in all instances in which possible overlapping and 
problems of mutual interest were deemed existent. The reports of 
those meetings as held with the Subcommittees members are furnished 
as supporting inclosures. 


6. The source of other material as reviewed and considered 
appropriate for further study by reproduction, is clearly indicated 
in the inclosure of supporting data. 


7. A total of thirteen main projects have been considered 
under separate headings and are presented in D. There ia considerable 
interrelationship between the projects in many instances end which ale 
lowed only for rather general classification of supperting data, Full 
consideration should be given that in the process of "breaking down" 
letter material furnished for consideration under separate subject 
headings, the sequence, full intent or effectiveness of a correspone 
dent's written information as submitted may well have been lessened 
in some instances. In such case recourse to the file copy of the 
correspondent's full letter or report of interview is suggested. Be- 
cause of the initial approach and wide coverage afforded by the liste 
ing of subjects originally suggested, it was not felt that any further 
Or amy or other change in form for presentation wae feazible at 
this time. 


8 It is the Subcomaittee's firm belief that a wide gene 
eral cross section of many qualified opinions has been obtained from 
various experienced military medical men. In addition, in preparation 
of the report members of the Subcommittee have drawn upen their own 
war experiences so as to more fully complement the source material, 
As presented, it constitutes a variety of diversified opinions which 
are subject to thoughtful review, analysis and application to each © 
situation, It should be emphasized that the material in no way ap- 
proaches & complete expression from all possible sources. Under no 
circumstances should the material be judged as representing a de- 
ciding majority vote expression on controversial matters between 
Force Staff Medical echelons because of the basic Medical Departmen- 
tal influence on opinion expressed in regard te certain controversial 
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aspects, Likewise, the importance and worth of statements as made must 
be weighed as te source and experience, whether hearsay or biased. 
There is, however, a general trend to constancy in expression of thought 
on certain phases of the subjects considered and there is a varying de- 
gree of conflict of opinions on other phases, It ie believed firm and 
definite corrective action should be initiated in the first instances 
ani that further considered action toward solution of problems of more 
wmoeertain status should be resultant from the Subcommittee recommenda- 
tions as are presented. . 


9. It has been beyond the scope or possibility of this Sube 
committee to give due consideration, analysis and expression of judge 
meht with recommended action for each of the many individual and some- 
times detailed recommendations as have been received, extracted and 
submitted in the supporting data, Many of the pointe made may be 
similar or impractical, or well nigh‘ impossible, but, there is evi- 

. dence of much individual thought and sincerity in most suggestions 

and meriting a continued reference to and utilization of the material... 
Procurement of additional details and comment from selected military 
medical experte from whom specific information may be deemed desirable 
and an active utilization of the file by Medical Department planning 
echelons is believed indicated. 


10. This report has been prepared and subaitted in quad- 
ruplicate as directed. The extraction of confidential and frank. 
testimonial opinion from basic material has been the method used 
as being the most practical to provide the supporting data far aaah 


as have been the subject for varied criticism is based largely upon 
multiple individual expressions of dissatisfaction to a degree in 
excess of that which would have prevailed had the opinion been modi- 
fied by an overall knowledge of the various military medical require- 
ments and circumstances in the various situations which developed. 


2. The occasional opinion expressed by various individuals 
that the performance of the military medical mission during World War 
TI was in all respecte very outstanding mst be tempered with reali- 
szetion that many times there was far from ides] accomplishment. 

Chief ceuses for ruch were of course, the general inexperience of 
the Netion in eonduct. of war of such magnitude, administrative and 
medicel plerning difficulties encountered so frequently in command 
and steff reletionships and finelly a general lack of clearly de- 
fined consistent policies for Medical Department interrelationships, 
mutual and independent responsibilities and operational procedures. 


3. The Subcommittee review of material pertaining to the 
various subjects suggested has been comprehensive and sincere. In 
many instances the Subcommittee finds that the corrective action 
indicated or needed is most obvious but the means of obtaining such 
is, in turn, most involved and is a proper activity for existing 
Medical Department Staff sections in the Office of the Surgeon Gen- 
eral of the Army, in the Bureau of Medicine and Surgery for. the Nevy, 
and in the Office of The Air Surgeon. 


4. Yn general, the Subcommittee, obeying the verbal in- 
structions received toward application of lessons from World War IT 
and their application in the event of a World War ITI, as it might 
occur either immediately or eventwally, finds ami concludes: 


a. That for adequate classification and mobiliza- 
tion of Medical Personnel Resources for the Armed Forces, 
the approach must be with the concept of total war involving 
this nation as never before; thet no single agency exists 
for determining uniform policy and method in clesseification 
of Medical Depsrtxent persome] for military purposer; and 
in the procurerent of Yedical Officers inter service competi- 
tion and methods held over from World Far II and subject to 
extensive criticiam continue in operation with certain dise 
guising variations. 


b. That the professional and emergency military 
training programe within the Armed Forces, as carried out in 
World War II are subject to moderate criticiem end should 
be revised in accordance with specific recommendations ae 
are made in this report. 
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¢. That the general policies evolving through World 
War II relative to assignment of medical personnel, including. 
use of recognized specialists and consultants, were initially 
deficient largely because of inadequate classification methods 
and procedures. There was progressive improvement in essign- 
ments as the War drew to a close, as improved classification 
procedures were adopted. The quota method of assignment with- 
out classification data will recur in the event of another 
war unless steps are taken to make available classification 
of all individuals included in the medical manpower rescurces 
of the nation. 


a. That replacement pools of Medical Department per- 
@onnel as operated during World War II were one of the great- 
est causes of wastage of critical doctor and other profession- 
al manpower. The Medical Departments of the Army, Navy and 
Air eannot successfully solve this problem until divercement 
of eritical Medical personnel administration from non-medical 
military personnel administration is provided. Decentralized 
Medical Department authority for making appropriate duty ase 
eignments of replacements to the most suitably locally avail- 
able medical installations is mandatory in lieu of World War 
IT replacement pool operation. 


@. Redeployment and demobilisation of Medical Deo 
partment personnel necessarily paralleled for the most part 
that of the troop elements supported. There is no immediate 
panacea for the seeming injustices suffered by Medical Depart- 
ment personnel during redeployment and demobilisation which 
will be more effective than uniformity in service overseas 
requirements and criteria for separation. 


{. Medical Departzent unites and organisations frou 
the standpoint of personnel, equipment, training and mission 
or tactical requirement, developed immeasurably during World 
‘War IZ in the concepts of Force needs therefor. Standardisa- 
tion of certain units subject to common use by Ground, Navy 
and Air is feasible. Sufficient flexibility must be devel- 
cped, however, in all medical units to allow for maximm 
' pedical support required by the Force concerned, The Medical 
organizations for the support of combat troops of the Army, 
Navy and Air should follow a common pattern but with opper- 
tunity for adequate provision of specific features desirable 
and as determined for their own needs by each of the major 
forces. The general policy for reduction of intrinsic Medical 


personnel and equipment with combat organisations and develop- 
ment of suitable cellular units and independent medical or- 
ganizations to provide adequate medical support as circum- 
stances dictate, is strongly advocated. Planning agencies 
for the development of specific features of these units as 
are needed by each Major Force should be activated, Parti- 
cular emphasis should be placed upon development and pro- 
curement of their equipment to be airborne with utilisation 
of common type standard containers for packing and shipping. 
of euch equipment. . 


g- The most urgent of all considerations are 
those associated with the early stages of the war in the 
field of medical logistics for military campaigns, Any re- 
currence of initial phase shortages of medical equipment 
and supplies as seen in many instances during World War IT 
must be foreseen and avoided. Shipment of medical equipment 

_ with organizations being rendered support, will prevent many 
of the diversions and losses of equipment which Saadilemppad 
rendition of medical service to. troops during the first 12 
to 18 months of World War II. Decentralized stockpiling 
of critical items for immediate assembly and shipment in 
event of emergency is essential, The necessity for supply 
maintenance by automatic unit shipment should be limited 
to the early stages of any campaign so as to avoid wastage 
of certain umnesded and excess items as will not be used 
from such shipments. The early establishment in theaters 
of requisition procedures for exact needs is advocated. 
The tripartite procedures recommended by the Subcommittee 
for Medical Supply Depot procurement, storage and distri- 
bution methods, would allow for maximum coordination, 
adequate supply service fer each Force concerned and avoid- 
ance of duplication. : 


h. The military medical dectrines and principles as prevailed 
for evacuation policies and medical care in the Theater of Operations 
were essentially sound as applied in forld War II. With adequate 
planning knowledge and experienced medical planners superior results 
were accomplished. The responsibility for evacuation being placed 
on the next rearward echelon is a sound procedure. 


Problems present themselves now in regard to correction 
of deficiencies as occurred, in thought concepte required in contem- 
plation of newer eothods of warfare and probable theaters of opera- 
tion in event of another war, Clarification of Geneva Convention 
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and international agreements, better medical support for amphibious 
operations, new organisations, tentage and other housing neceasities 
for mobile and fixed field medical wits, better evacuation direct — 
to hospitals for definitive treatment avoiding repeated transfers 
through successive hospitals, forceful medical leadership to insure 
early return of patients to duty status, better troop selection 
and continued efforts to reduce large psychosomatic patient loads, 
better medical support for more isolated Air Force units, and need 
for more adequate communication facilities such a2 radio between 
‘Army ground medical units are examples, 


The evacuation of casualties from actual combat areas 
poses a different problem for each of the major Armed Forces. 
Units and means required by each will frequently be substantially 
different. There is ample evidence to indicate that full provision 
should be made to allow the Medical Department of each of the 
Armed Forces to develop and operate those facilities required for .. 
the complete care of ite respective combat and service troops and . 
‘other supporting elements (civilian) from the time of onset of 
ilinesa or injury to discharze, separation or retirement from 
the service. The principles of coordination and inter-depen- 
ence for avoidance of overlap, properly employed will eliminate 
any major objections to such functional necessities and the 
benefits to be derived from the proper medical support of the 
Armed Forcee concerned, will far exceed some of the minor diffi- 
culties which may require solution by adoption of such a program. 
Thus coordinated evacuation policies and methods for ground com- 
bat areas, naval battles, amphibious operations and air parti- 
cipation in combat must be planned and accomplished by the Armed 
Force ¥edical echelons concerned. For long range evacuation, 
the utilization of Air Transport has established itself as a 
method of choice and to be used whenever possible. 


/ : 

i. It is believed Zone of the Interior hospitel plan- 
ning for a possible World War III should benefit immeasurably 
from the experience of World War II. Design, location, construc- 
tion features, designation of numbered Armed Force Hospitals, 
unified and coordinated effort toward provision of joint hos- 
pitalization, avoidance of unnecesssry duplication of such facili- 
ties, civilian defense requirements, rotation of staff personnel 
so as to provide medical officers with more professional oppor- 
tunity, adequacy of debarkation medical centers, convalescent 
hospitals, control of hospitals and care of dependents are among 
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the points which are considered. The planning for hospitals in the 
Zone of the Interior based on strategical concepts of war plans 
should be made now. Also the desirability of numbering nilitary 
hospitals as Armed Force hospitals is stressed. The discontinuance 
of certain descriptive designations of hospitals such as Regional 
and Station is advocated. 


je The Medical Departments of the Armed Forces in their 
general relationships with other branches and staffs of the Armed 
Services relative to medical planning ami ees experienced 
great difficulties throughout “orld far II some of wt ,persist to 
date. The urgent necessity for joint Armed Force/ tion 
in the office of the Joint Staff of the Joint =. of Staff is 
considered probably the most important single conclusion arrived 
at by this Subcommittee and recommendation is made accordingly. 
In all echelons, information was all too frequently far leas than that 
necessary for adequate and proper medical planning. Operational cone 
trol of large medical installations with a medical department mission 
only, was frequently conducted with great interference from military 
agencies which had no responsibility in regard to the primary mis-. 
sion, but authority to a degree entirely uncalled for. 


k, Factors which are alleged to have contributed to 
overlapping of medical functions of the Armed Forces are reviewed. 
The importance of determining the competency of the critic is deened 
most necessary. The desirability of joint and coordinated efforts 
4s recognized and urged, but caution is believed indicated in the 
initiation of any changes which will eventually result in an in- 
adequate intrinsic medical support for any single Armed Force of 
the Nation, as may be regina for it to satisfactorily accomplish 
its mission, © 


1. Procurement methods, duty assignments, rank and pro- 
motion, unkept promises, undesirable family and housing conditions, 
class distinctions, lack of professional opportumity for advancement, 
dislike for regimentation, medical care necessary for civilian de- 
pemients, and the disparity of income between military and civilian 
doctors are among the causes of disaffection mentioned. It is cone 
cluded that much can be done by the military medical establishments 
to minimize causes for disaffection among civilian doctors serving 
. with the Armed Forces in another war. Action is indicated to adopt 
the necesgary corrective policies and measures now which will re- 
move causes for disaffection. 


ll 
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m. Other conditions which in the light of past experience 
are believed to merit consideration in order to obviate the repeti- 
tion of mistakes in the employment of military medical resources 
have been reviewed by the Subcommittee. They relate to Nursing Corps 
difficulties, training of doctors for the military service in ¥ili- 
tary Schools of Medicine similar to Nest Point and Amapolis,. civil-~- 
ian defense, medical intelligence information, reduction of paper rs, 
work, medical aspects of military government activities in foreign 
countries, and application of the principles of Nevy General Order 
No. 245 for control of larger medical installations. They are 
mentioned as constituting individual problems not previously dealt 
with under other subjects. 


The Subcommittee, with the exception of the medical men- 
ber representing the Air Surgeon wiehes it understood that in using 
all terme in reference to the *edical service of the Air Forces in 
this report, that it does so without implication that it favors 
the creation of a separate Medical Department for the Air Force in 
the future. It has interpreted the terme of refcrence for its — 
investigation to exclude a study rith recommendations in that srea,. 


The Subcommittee on Fixployment of Medical Resources 
recommends: 


1. The establishment of Joint medical sections on the following 
agencies: 


@. National Security Resources Board 
b. Central Intelligence Agency 
Ce Joint Staff of the Joint Chiefs of Staff 


2. The adoption of the concept that in the future, medica] = 
sonnel resources will ani must be controlled nationally and 

no single using agency can expect to secure its re by 
individual divergent action. 


3. The establishment of a national registry of all medical peraon: 
nel resources by the National Security Resources Doard. 


Action $o eliminate the followings 


&. . fompetition by each of the services for the 
procurement of medical personnel. 


de The volunteer system used in the past for 
securing medical personnel during mobilisation 
and war. 


12 


4. Adoption of a single uniform method for designating the classifica- 
tion of each category of medical personnel. 


5. Action to effect the following: 


a. Full use of non-professional officers in administra- wea. 
tive positions in all medical facilities in peace . #349 
* and’ in war. 


». Greater use of the female siiipliiiaia of the services 
in ZI medical facilities in peace and in war. 


6. A thorough study of the present reserve systems of the services | 
to determine their worth and proper method of gsc under a 
policy of national control of medical resources. 


7. The continuation of the affiliated unit program with Peduetion #7 
in the professional assignments to “key” persormmel only. : 


8. The immediate creation of a permanent joint service medical 
institution as described in the body of this report and in Conclusion 
No. 16. (Project - b). 


That the creation of a permanent joint service institution for 
the collection, evaluation, publication and dissemination of current 
and future research and development in the fields of military and 
naval medicine and surgery, preventive medicine, medical aspects | ; 
of atomic and biological warfare, is a prime necessity of the mom- 
ent for the peacetime and emergency —— of all medical person- 
nel, civilian and service. 


That highly trained civilian and service personnel are indicated 
to comprise the faculty of this institution. 


The active pursuance of every possible effort especielly with 
civilian medicine to advance the training of civilian practitioners 
Curing peace to better equip them for service in the event of wer. 


9. The inclusion in the specific plans for treining of medical 4/7 #37 “38 
personnel for future emergeneies of the training facilities and 

methods used by the services during World Wer IT, with the necessary 

indicated minor improvements especially in the indoctrination field 

of newly joined officers. 


10. Staff action to insure full control of all medical replacements 7%,2/ 
by the Chief Surgeon in any area to eliminate the serious sisassign- 

ment of medically trained technicians that occurred in World War IT | 

in replacement depot practices and thus prevent the wastage of 

training effort and scarce category medical skills. 
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11. The constant and intimate liaison between Medical Depertments #24 ~ Y¢ * y cz 
of the services with their general staff agencies which are now plane 
ning for emergency treining in future mobilizations, 


12. That adequate provisions be made immediately to train selected 
regular medical officers during peace for a career ——e in 
staff and high command assignment in war. . 


13. That action be ‘teen to insure that all Medical Department per- 

sonnel in Replacement Pools are without delay made subject to assign- 
ment by the Medical echelon in the appropriate Command level, at 

all times in highest priority status for Medical and Dental Officers 


and utilising the practice of _— overstrength in existing 
Medical installations. 


14. That assignment of officers to units should a akin as soon as 
possible on an alert basia in event of emergency and that critical 
profegsicnai personnel be allowed to remain in civilian status witil 
the laet possible moment and then be moved to duty assignments by 
high air priority. That in order to enable this concept in practice 
definite representation for air means is imperative. 


15. That in future war planning be completed early for the rotation, 
redeployment and demobilization of medical personnels that the point 
eredit system used in World War IX for service be further developed 
and retained for the rotation of general medical service personnel 
from theaters of operation to Zone of Interior, but that it not be 
adopted without modification for specialist categories depending 
upon their replacement availabilities. 


That rotation between civilian and service status during war 
. be not considered as practical except in the case of scarce category 
specialista. 


That the Surgeon Generals of the Armed Forces be oa the 
authority to determine the criteria for discharge of medical person- 
nel based upon their post-war medical service requirenents. 


That guffictent time be allotted in the demobilisation discharge 
--process for a proper type final physical examination. 


That coordinated action by the Army, Navy and Air Farces to 
ejualize wartime eorvice of their medical personnel: be provided. 


16. That steps to gain the necessary authority to more forcefully 


utilize higher priority air ami svailable medical traseport facili«- 
ties in war for the movement of medical personnel be taken NOW. 


oe 


17. That every effort be made through medical sources to educate the 
public and its representatives of the folly of demobilizing the armed 
forces and its medical services in a similar fashion that occurred in 
World War II. 


18, That each Armed Force planning agency for the redical support 
thereof extend coordinated and joint effort to effect the following: 


a. Designation of Medical units necezsary for 
immediate support of their Combat and sere 
vice troops in the Zone of Interior and jn 
Theaters of Cperation. 


b. Determination of units and organizations with 
. their structure, which may be standardized 
and subjected to mutual interchangeable usage. 


19. Thet necessary appropriations be procured to insure the develop- 
ment and earliest possible procurement in event of war of standard 
equipment, for Medical Department use most suitable for air lift. | 
That the agencies now involved in such work be provided most able 
and experienced personnel, That coordinated joint efforts in that 
direction be stimulated to the utmost by each of the Medical Departe 
ments. That the Air Force facilities, their previous experience 

and cooperation in effort should be utilized to the maximum by 
Medical representatives. 


20. Thet tentege, construction features of medical installations, 

utilities ani their maintenance, receive intensive study and effort 
to prevent deficiencies as occurred in connection therewith during 

World War II. 


21. That anitable radie equipment and personnel be added to the 
tables of organization and equipment of all field medical. units 
which normally operate in the Army Service area » 


22. That plans be developed for the orderly procurement of the 
medical equipment and supplies needed by the Armed Forces in the even 
of a future war. 


23. That the present group of experienced medical supply officers ™/7 
be maintained by the intensive training of new officers in the sys~ 
tem developed in Yorld far II. 


24. That an Army-lNavy-Air Force Medical Department board be orgen- 
ized and assigned the responsibility of formulating plans for the 
supply of the whole blood from the United States to overseas theaters 
in the event of war. 
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25. That further immediate and detailed studies by competent joint 
armed service medical personnel are mandatory in the following fields: 


(a) The implications of atomic attacks on larre 
overseas bases as it involves the medical 
services. 


(b) The determination of our future status re- 
garding the provisions of the Geneva Convene 
tion and allied international agreements 
for the protection of the helpless. This 
study to include e meana for the indoce 
trination of aj] Armed Forves personnel 
as to thet determined status. 


(c) The development of sound doctrine and methods 
of procedure to cope with all of the medical 
aspects of amphibious warfare, This study 

_ te include covering the entire field of 
floating nedical evacuation traneportation. 


26. The development of a better system for the control and use 
of hospital ships during war. 


27, That action be taken by the Surgeon Cenerale to sufficiently 
inerease the number of medical facilities in the Combat Zone to 
permit of the salvage of medical type cases in those areas. 


28, That staff action be taken by the Surgeon Generals to insure - 
the improvement cf hospital construction procedures by the Corps 
of Fngineere in Theaters of Operation over World War IT practices. 


29. That necessary staff acticn be taken to set up a joint Arry, 
Navy and Air Force project for the development of better types of 
ambulances for land, sea and air medical use. 


30. That more and better consideration for hospitalization needs 
of Air Force troops in isolated regions is indicated and should be 


provided. 


31. That joint Armed Forces planning be instituted for standardi- 
gation of common fixed and mobile horpital unit requirements. 
That a study be made to investigate the feasibility of changing 
of designation of Armed Force Hospital as practiced in World War 
If, That a numerical designation with standardised policy. 

for type and location is indicated. 
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32. Initiating medical military hospitalization planning on National 


' Military Defense level required to coordinate military and civilian 


defense in the event of total wer involving the United States. 


33. To provide for military medical Armed Forces (Army-Nevy-Air) 
hoapital planning in conjunction with Joint Chiefs of Staff War Plans 
and Strategical Concepts. 


34. That action be taken by the Surgeon Generals of the Armed need 
by proper staff methods tor 


a. Assure their position in wars of the fature 
on the proper eteff level. 


b. Aesure the position of Chief Surgeons in 
Theater of Operations on the proper staff 
level. 


Ce Press the adoption by the Army and Air Forces 
of the Navy system of supervigion and contrel 
for their respective medical installations as 
prescribed in Navy General Order 245. 


35. That action be taken by the Surgeon General of the Navy by proper 
staff methods to: 


Assure the establishment. of a medical section 
in the headquarters U. S. Marine Corps. 


36. That considerations end recommendations of existing Subcommittee 
projects many of which are now overeting with concepts of peacetime 
needs only, be analysed fully as to their potential adaptation in the 
event of another National Emergency. Thet any peacetime unification 
and consolidation of activities of the Medical Departments for the ~* 
Armed Forees as are implemented for existent economical reasons, be 
approved or accomplished only after full certainty and agreement is 
established that an adequate Force identified Medical Department may 
still evolve ani be capable of rendering necessary and adequate cone 
plete Medical service to the arm it serves, 


37. That *“wmified and coordinated effort" be adopted as the guiding 
prineiple of the respective Medical Departments of the Armed Forces, 
but that any further stressing of unification and one Medical Service 
objective be tempered in order that continuance of the historically 
demonstrated efficiency and accomplishments of the Army Medical, the | 
Reavy Medical and potentially the Air Medical Departments may be ine 
sured, and their complete absorption of identity eventually in a — 
civilian controlled agency, can be prevented. 
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38, Policy definition to allow for maximm administrative and opera- 
tional control of medical department activities and particulorly 
medical personnel management by the Medical Department of the Armed 
Forces concerned 


39. Continuing Armed Forces Medical Departmental analyses and cor= 
restive action indicated ageinst those conlitions rhich caused cis- 
affection as are reported and available in detail by perusal of the 
supporting data. 
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Pall realisation of the importance of medical service to 

the Nation in future war has not been sufficiently achieved in mil- 
itary or civilian epheres, nor will it be until sound presentation 
of ite importance has been mede on a national basic, Gur medical 
resources are limited. It ie imperative that they be used agat 
economically if we are to avoid defest in the face of a greatiy ene 
- panded need which future war is sure to demand, The Gondept of “total* 
war wherein our homes and families are prime targets for deetruction, 
the advent of atomic weapons, the developments in biological warfare 
and the reduetion of the former military obstacles of distance by 
guided wissiles sad latest alreraft, all presage the need for medical 
services far in excese of any experience of thie Bation and demand 
centralised control over all medical resources, The attack without 
warning of one or more of our large industrial or other iaportant 
centers would pose @ medical problem distinct from any purely mile 
itary plane for aationel defense, hie phase of providing medical 
service to larce seguente of our civilian population is eurrently 
gonsidered ac a local civilian responsibility. It isc patent that 
provision for adequate civilian sedical means to supe with any local 
Gataetro: 36 ean only Be aceured by consideration of those neede in 
national planming fer use of medical resources. Oivilian medical 
defense needs therefore loom for the first time in our history as an 
igportant factor in the distribution and use of national medical ree 
sources, However well implemented local aedical planes may be, our 
present location and distribution of civilian and goveramental med- 
deal facilities to cepe with « catastrophic atteck ave far from ideal 
and mitigate egainst reliance on local independent acticn. This fact 
indicates the need for practical plans to enable the shifting of mode 
feal resources rapidly on a naticawide basis. Thies esnnctes the prine 
demand for a nationally controlled aedical service. fo implement this 
Gensept, there mast be formed at the earliest date possible a medical 
group on the National Defense level. Purther, because of the extreme 
importance and manifold facete which national medical coverage presenta, 
4% fe elearly indicated that medical eections aust be established inaed- 
fately in el] astional agencies concerned with the control of medical 
effort. The selected officials to form these sedical seetions aust be 
eminently qualified to diseharge their duties. The Committee delieves 
that civilian practitioners should be eelected for these accignzents 
ae well ae medical officers from the armed services. To attempt solv- 
ing this immense medical problem os any other basis is useless and can 
Fowult only in @ return te our past methods of divergent, wasteful and 
cet efforts ty each agency concerned in national defences and se- 

ty. : . 


RESTRICTED! 19 


RESTRICTED 


Uniess a definitive medical plan is developed HOw for an 
adequate medical service in all spheres and that plan ig ixplenented 
by practical meena and methods from a national level, the possibility _ 
of a major catastrophe to the public's confidence in medical lesdem 
ship and earvice early in any international senflict fe nore than 
simple conjecture, Thie factor alone aight well result in a national 
paychology that would accept early and complete defeat, 


The veseareh of this Coamittes has estebliched svidexse of 
the ased for sexo fom of legelly required service ef sedical personnel 
resources in war, This forme the keyatone of « process whieh, if sounde 
ly developed ty law, will pernit equal aad just aational service of the 
individeals whe aenpei on Aserionn nedieize, 


j Medical sanpewer rescurce: are sot constrained to the physieians, 
daatiete and veterinariens ef the Nation, Pall coneldaration in studying 
medical reacurces auet te given to the medics] encillery greupe 99 isport- 
eat and ecoential te secern zadinsl srsatice, Our reacareee in warses, 
dieticians, prostiodontirts, piysie-theraniets 2n¢ eccupatiozs] therapiste, 
¢linicsl peychologists, social workers, laberatery teehaielene, and sany 
other groupe must be controlled on the sane aetienal Decle as dooters, 

One antional nediesl agency chowl4 ecntrel the resourees of the entire 


Groups 


: This Committers has not considered the present preenrenent of 
medicol personne) for percetine needs en falling within the purview of 
ite directives, It enutione against the estebliahnent of any rigid eycten 
of peacdine procurement wiloh cannet be rapiély €ieaseded {f necessary oF 
chenged $6 smoethly ¢it inte the ayseter reconmvended for totel mobilisation 
* of sedioul personnel resources for var. 


@ Gomposite sations! medical perconnel requiramente can only 
ye determined after eath using medical agency esndernc’4 in a total war 
effert has seresned 1%6 individmal needs, Individual requirements mnet 
be based on present and projeeted aceds and on wall eonceived plane | 
patterned with the knowledge that our resources are limited and that o 
the striotest econmg of them will permit of adequate medical care in « 
g@okal war. Thess plans, ao far as the Gownittes has been sable to learn, 
do not exist at tae present. The first ster indiested, therefore, is 
direction from a national level that these plane %e prepared and gube 
pitted. The second step wil) be the careful seruting of the demands of 
eank of the neing ageaties by a competent aational sedical group which 
gust be ampowared to make decisions lending to as s practical alicostion of 
the available eseources, 


% Pull consideration muct Be given to the needs of the many 
nedical astivities which are not at present organized to proseat their 
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requiresents in a unified menner, such as the wedical teaching institutions, 
State, County, and Municipal Health Departuents, Industrial medicine em 
panded for war produstion, etc, Zach State should be required to suteit 
its minious requirenents for the adequate care of its citisens during war, 


3 BSSQUnais 


There ie no single agency now in exietence whieh has or maintsing 

@ Complete registry of the sedicel personnel resources of the Bation, til 
augh deta 4{* acowsalated and natntained antionally on e eurrent basis ne 
worthwhile or efficient overnll or specific allasation of resources ean be 
made to any veins agenay or commaity, 4 comprehensive and all-inelusive 
survey ie indiented HOY, Hationsl mechinery to effeot this first ianortant 
ater to a rational 4iatributiean and use of our medical samnewar rescuress 
ehould be ertabliahed EOv, without adequate legislation which woul4 asapel 
individuals concernes to furnish initial an4 swbesquent periodia reverts on 
theie qualifications and status, the undertaking would prewe worthless, The 
entire -roblem resolves (teslf orintivally inte the innedfate octablicheent 
of » Governnentsal agency which will eeteblieh and wsintais «@ ational rage 
istry of all grouns invelwed in the spheres of medias) resourtes. 


In ths pursuance of strict economy of medical manpower in any future 
wer, individuale once registered chould be pretecte’ tz lav from Gall and 
assignwent to any service other than the medical. Aleo, thay should, by 
the seme legal restrictions, be prewents< frou voluntary sorvrias in otner 
than medical assignments, Once tagged, they should only be released od the 
national agenoy in control of sedina) rasournes, 


It is logieal thet this projected nations) agency should be eatabe 
lished as a eegtion of the national Seaurity Yesources Board. 


III. GQaASakFIcation 


. It is generally agreed that on ateurate determination of the sril) 
and potentialities of sny individual cannot be ante solely cm the basie of 
hig or her menbership in or vy certification of any medical group or ormane 
fisation. Seither can full reliance be placed en the etatemente of over 
senlous individusls. the atetus of each eregialist Gan only be satabliahe 
ed by the fuli investigation of all sourees of information in each anse, 
fhe same lew whieh requires registration shoul4 inelude teeth to compel 
individuals to present only Segthe conterning their qualifications. 


; Glascification ia past emergencies has beon made by each of the 
areed services often on a hurried and unselentifie beais, This hae been 
@ factor in wastage of medical ekilis. YPurther, there hae act been a 
wiiforn nethed of devignsiion for various gradations of particalar medical 
epeciali«te or ekille, The systen currently used for this purpose by the 
Ayay haa set fuvorable concurrence by the other services and might be offere 
e4 fer adoption nationally. Prior experience in one of the armed services 
Gan be coded ae part of the claseificstion. Apart from the claseificetion 
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ef skille, it 10 necesdary to classify medical manpower on a physical basis, 
This ie necessary to avoid wastage acd misaseignments, In general, it is 
agreed that the allitary services can utilize but a emall percentage of the 
age group over forty-five and of those otherwise physically handiespsed, Thre 
Army Classification of "limited" military service for medics) persennel 
proved to be sound and should be adopted on an identieal besia by all of 
the armed forese, Just what the etandard should be for "Limited® service 
involving practitioners has brought forth many varying comments, Host are 
agreed that lees stringent physical requirements should be aetatlished for 
any further energenty,. 


Contrary to general belief, there are many civilian physicians 
whe are qualified for and prefer medical sdministrative sssignzente rather 
than professional ones, These should be specifically classified as to their 
denires in the proposed national registry and called into service oaly when 
asedod, mes: 


It hae been suggested to the Committees that pre-industion clase- 
ification of medical teshnicians would be a dig step forward in mobilising 
that group of sedieal resourses, While an admirable ides, the magnitude 
of the problem on a aationvide seale mitigate: againet its consideration 
as an imwsediate requirement. However, it should be retained ac a very 
important matter for Hational Seourity Recoureces Board and Selective Sere 
vice System to consider in improving upon Vorl4 War 1] practices. It is 
but part of the process whieh should be operated for the serestaenaieons: of 
all skills pater to aetual induction, 5 5 


tne most important individual in the medical services of the arned 
foress in war is the medical officer who serves with the combat troops, He 
truly is a apecialist of the scarsest category and should be eo Glassified 
and given additional recognition in the fora of pay for hie hasardows assiga- 
ment. Hie knowledge and application in rendering the initial care te the 
sick and woubded as well as in preserving the health of his wait plays a 
large part ia determining the outcome of batties. These officers must have — 
@ilitary training and therefore must te onlled inte the arwed services 
earlier than other doctors, They suet be young and phyeically in their prize 
besides possessing moral strength far beyond that required for the stay~ 
at-homes and these who work in rear sreas, It has been suggested by some 
that all of the arsed services adopt a special classification for thie cate 
egory of medics) efficers, The comaittese concure in that suggestion as 
moet praiseworthy end just. 


IY, MOBILIZATION 


a. QxHERAL 


fhe essence of preparedness and the key to mobilisation for 
national effort is the exact knowledge of and the ready availability ander 
legal rein of medical personnel resources, The firet step and the aost 
importent in mobilisation will have been completed with the establiehzent 
eof a national registry of medical personne) resources av previously suggeste 
ed, The systen ectablished for the control of the aetual ‘calling into the 
Armed services of individuals must be rigidly ecentrolled, Ro aysten can be 
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effective ualoes at ie solidly built oa detailed plane ef eash of the 
wsing agencies, Prowar assignments of personne] will ovviate the shaes 
suroly to reeur unless selentific anproach is mule te tais pretlen., Ae 
eclute anthority mst be weeted in the surgeon Generale ef tae Service 
ts detarmine the tise of esll of ite alletted medienl peryecunel. inter 
farendas Gaueed by blanket regulations ot calle sade ty soa-mediaal per 
eonne) staffs or seetions aanact be permitted. Good pianning should p¥re- 
ven$ thet, 


Mush oampleint bas been made by practitioners whe had war service 
ever the leng initial period of prefeasicnal inastivity wich eceurred ta 
their experiences efter their onll ae individuals, aad partioularly hy 
those in vecerve unite after the eall of their unite lato active serrice, 
Ceaudbtlese there ie much truth in these complaints. fo reduse this westage 
te the abeclute ainizue showld be the goal of all servies sedical planaers, 
In aeeence we should strive to Gall praetitioners inte service only shen 
needed either to practice their prefessions or to give then the ainimus 
ef training they recuire te accomplish their assignments preficiently. 
There will alwayre be debate as to the amount ef training the civilicz 
needs to ascune corvice duties, it cannot be generalised at this pericé, 
not only in medieal fields tat ia all ethere, Bebter slaseifie tion of 
civilian prastitioners and better plane for the phasing iu of eli medical 


World War If ic mest wajust aad baseless fa any of the usjor fields. Jurther, 
the petty complaints investigated oftiace iafer that the inefficieay ef 
ee-Galled medical *brase*® was the sole amet of wastage and iisaffsetion 

and thet the replacenent of tases Dlunderers and ineaspetents ia war by 
Sivilian practitioners of oubctandiag preofecsicnal qualifiestions would ine 
sure a pleasant and prefessionslly instrwsetive peried ef allitary service 

for each and every docter. The faleity of this gibberiah is tee ebvicus 

to tec5eive further comment, 


Facing the implications ef “total var, there gen be ne loager 
the dependence for am adequate naticuel sadical scrviee on © system Based 
Wren the whime of the individual prestitiencr, There is so denial that 


our World war 1] mobilisation wae too id, ecpesieaily in the calling te 
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@uty of medical efiiesrs. a iarge parti of the wactage that emsued can 

be traced to tae Volunieuring of individuals for isnediate esrvies, hile 
adaivable in coatest 28a a precevs fa ilisgises and if continued, will 
prove again to ta tie Kay bleok to efficisacy ia the desired process of 
Osliing only tnoee aceded nosording to planned needa, 1¢ wae o prine 
faator fa Gripplisg lo¢al civiliar sedical needs, 


chexc cen be mp nationally controlled aysten of the desired 
wniveres] sedicel service without revamping our present organised reserve 
ayeteme is the vauricus armed services, Ye cannot fene om Rational emergency 
of the futusc cod cope with 16 on c voluntery service basia waich forma 
tne keystone to the present organized rescrve gretonms, Ae much as we ais 
Like Pugisentatios in any Yorm it muat he aecerpted as the only sound metned 
ov insuring full sedical coverage ef the nation in the future, Conditions 
far different from previous experience compel its adoption, 


Ques uational rogietry Ane Been aneowlished and plana projected, 
46 de exsential that each individnal bo sarnarted asging pease to hie role 
an wake 


Cis eanition of prank entors ints the present reserve eysteme and 
hae provided « great deal of disestisfection eseng asiiesl persennel. 14% 
_ might be said thai those individuals who voluntarily scceptsd reserve 
commissions in great azsders of instances found themselves styzied ia pro- ~ 
motion at the expense of thoce other comparable individuals who preferred 
to wait until «ar developed and then bargeined with the services for higher 
Penk, This ersten must be Giseer@ed ac ite only result will be the feo. 
fueal of porcennel to join tho rererves during peace. Purther, one of the 
purposes of crganived resorve unite wae te afford peatetine training in 
adistery duties, The reculis wore very queetionadle in most minds ana dia 
net jastiz; the eapenscs and tine involved, Warther, sedicnl reserve wits 
wers broken: u cervly wiigh crevet the saasertion thet the Medical Departacsat 
ia meay insten¢es, did sat plen properly for war. There is aueh truth is 
tust. ” 


de Ru Rano, onan 


These atlitary units have a dual funetion and aust be considered 
in a special eategory in the matter of assignment of medical manpower, They 
wast renein on a volustary basis with due oredit in quotas being given ty 
the national sedical resources assignzent authority. : 


@. ARPILIASED UNITS 


There is universel accord in the need initially for affiliated 
waite in the Agey, priccipally dbeesuse they form the best medical reserve 
wileok io Orpable of arcuning lerediate duty ia the event of national danger. 
Phin senecent is further sechered by the threat of atemic attack on this © 
gcumtry withent priog notice ar the initial jolt of a futare war, It ie the 
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congenwus of mest that these unite wiich previously contained the dest 

and often the only qualified prefessional «kills of on institution should 
be revamped to include only key professional personnel. Further, that 

when Galled for training purposes in war that only the minimun essential 

of that key personnel be called initially and that the etrietly orofessional 
staff be added from other sources and galled into service st the latest pose 
sible date prior to anticipated functioning of the unit. 


f. Sits 


There is considerable merit to the suggestion that sil medical 
personnel when called from civil life to duty in war be titled Surgeon, 
Sseiatant Surgeon, Jr. Assistant Surgeon, or some other nonm-allitary title. 
Pay gredes and promotions might be established on an equitable basia, This 
idea, while commendable, would, in the opinion of the Comuittes, only 
serve to widen the gep between regulars and reserves and thereby result in 
a further increase of criticiem of command, 


Prewar earmarcing of medical personnel in every possible cane dbase 
ed on detailed plane will eliminate moat of the difficulties encountered in 
Werld War IJ is this field, Medical unite where needed should be designated 
fa plene and need not necescarily be organized until needed in a reserve 
atatuc, Key offiecere should be advised prior to war of their prospective 
assignments «nd then actually pleased on these assignsente when phased into 
the services, 


Yost humane hove preferences fer services either om land, on the 
eea, oF in the air, Thic aust be realiged in the arcignment of medical 
personnel. Unlimited interchangesbility of aesignuents between the armed 
services ie not sound in planning or pretice, bat aay be necessitated ty 
the exigences of war. 


Any guarantee of freedom from service on the land, on the sea, oF 
iv the air ie unthinkable 2s it would set up a serious dicvcrinisatory fagtor. 
Bence tuis problem can best be cevrered in the regietration and elaselfieation 
process by demanding that a eeueiebis be atated by each individual for a 
branch of service, 


Buperience in World War 1] firmly eatedlianed the feasidility of 
wtiliaing qualified medical, dental sad veterinary officers in cemeand and 
staff positicns, any of these assignmente proved unpopuler both with the 
individasl concerned end with reserve component eubordin:tes whe felt theme 
selves better qualified, usually profeestonally. Regerdiess of the sencept 
aow Gurrent in sone of the services that in the event of aobilisation « large 

percentage of regulsr sedieal officers would be retained on atrietiy prof- 
| @seiosel assigncents, it is believed after wature consideration of the entire 
problem that such a conospt is without a firm dasie and wil! not prove sound 
on thiel. FPessetine Armies and Heavies have been retained by this ation 
only to guarantee that « firs sucleus be ever present around whteh a a: tional 
mobilisation might be built, The services have been always charged with a 
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definite ond inescapable reeponsibility during peace years to prepare | 
themesives for war. ‘The Medical Departments of the services can in ne 
way aroid that important miesion br falling heck on any promise which 
overvbelaiagly adepta the orefessional gare of pestetine military end 
navel personas) as their principal aiasion, The facet that training is 
neasaeary for the development of medical leaders for war service ean 
not be questioned, There fe no sgenny other than the services wiich 
fan provide the aeons fer that training, Civilian prsetitioners can 
not ve ameeted te spend years away fron their civilian avoeations for 
that types of training... Therefora, the training aust fall to the iot 
of regul«re ip the serviees, Training of Mediesl Departsent regulars 
for their war assignaents in the coumand and staff fields is a gush 
and shevid be given paramount consideration ROY, The implementation 
of a progres for the training of these officers is considered in ane 
other section of thie repert. 
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Phe Coumittes consludess 


i. That until a nations) registry for each category of sueéical 
personnel resources has been established and kept current, eur totel 
medical rescurces will be unknown and the best alleeation of these 
personnel will be impossible in any future national emergency, 


That each quelified individual so registered should be com 
sidered a sacber of the Metione] Medical Eeserve epi called fate sore 
vice without recourse to the onus of sonscription, 


irl. 


Thet fsiling the adoptics cf thie seeeure, there must be cone 
eePiption of doctors in future wer. 


That because of the import ef "tetal* war, the oivilien need 
for dostors in the United States will for the firet time in eur history 
be greatly inereaced and will recuire careful and judicious control te 
avoid chaos. 


That this requirement will materially lessen the availability 
of doctors for duty with the arsed services, 


That a balance between civilian needs and military requirensats 
must be made. 


That Federal control of wedical resources ts imperative if we 
ave to equitably allot our seagre resources in war, 


Phat to enable Federal oootrol, a new medical ageney is indie 
dated in the national Gevernaent on a preper level, and 


That this agency should be largely composed of able and quaile 
fied civilian and allitery medicsi leaders, 


% this ageney should be vested with ciate te allot the 
eibickel . in ail the aréas of medical service, 


That for precticzl reasons 1% seems beet to place thie new 
medical agency as « section in the Bational Seourity Resourses Booré, 


Thet legislation is necessary to secure data for the propesed 
national raglatry of a1) medical personne) resources, 


That this legislation should some] individuale Pg furnieh reo 
liable data on a similar basis to income requirement 


a That the mobilization process must follow spesifie and datailed 
plane which should be available poy and well in adwvanea ef any mobilisea- 
tion, These plans do not exiet in eufficient detail at present te pre 
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veot a seourrence o2 many of the pitfalls waich were apparent in 
World Yar If, 


Tuck taete Gan de no uyatess decigued walea wiil fobaliy elime 
inate wastage, However, 15 oan bs minialaed during mottifention by 
popes pleasiag wich vill present acl oaly the overesliing ef pate 
sues at omy thine, Wat ales will prevent caliing individuale in tee 
OOPL Ss 


Ss That too few dental resources vere avetlable early to cope with. 
the enormous anount of work asceawery to pline wilitery personnel in 
acowptabie dental bsalta fer cuatat service. 


Ghet thia fivid deserven intensive etudy end correstive action 
wy the Gensel ohieis of exch armed servies, 


4 Sat @ single coding ayetam for tie designation of the dlaasife 
‘ feation of practitioners: choald be estobliahed aationally. 


That until this is accomplished, senfusion end misassigazents of 
resources will costinus, 


Thu} the nedicnl services of the Armed Forces should af this tise 
: egret tyon and eet w 6 similar system az 2 proposed one tor national ae 
doz;tion, 


& het within peasen, every affert shonld be aude te advise dootore 
ef their plannes war aasigsments during pease, Phie will afferd thea the 
opportunity for sone preparation end seavurance thit hie or her services 
will sot be widuly wastod, 


6 Theat the reserve ayeten of the vorious ered forces ce currente 
ly operating ere in need of intensive atudy end change where neoesuary to 
fit inte tie aghene of national aontre) ef medical personnel redources, 


That for the tine being, there appears to te ao neceesity for 6 
eneplrte phantonuent of the Penarve eyctems, 


7, That the retention for the time being of affiliated medical unite 
of the Army is indicated, principally because of the desirable feature which 
enables thelr use in emergencies, PBevewer, 14 ic the sonceneus of all that 
they whould have only *key" gedies! personnel acsigned chen enlled into 
attive sorvies, 


8, That aonstderntion seuld be given te the enggeution for a change 
to mn Haifore Sitaler desigzution of datterr galled iato the service duriag 
wer, Put thet antii a tebter plen ic devieed tat the military ani aaval 
vonks in we enrrentiy be weed ae in the nest, 
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9 That in future mobilizations of medieal manpower sore attention 
and @are will be seceseary in enliing personael from civilian pursuite,. 


That in principle no one ebhould be galled prior to tne earliest 
date hie profescional services are seeded or for tie ainimun training 
period which is essential in hie centemplated particular assignment. 


10, That misassignmente and certain wastage of dostore dia occur dur 
ing Yorld War II, ‘That in most instances glaring examples of these deo 
fests were the result of eltustions beyond She control of planners ani nedie 
¢al cogannders. 


That in future vara we aust expect identical situations and the 
some type of sosplainta, 


That all peesible meseurer ehould be taken in medical planning 
end in execution to minimize pereonsel wastage. 


Theat walle improvement is undeniably indicated ia our personnel 
nanagement and should be attained, ne onus should de attaghed to our 
wertine sedical leaders which is based upon the hindsight obveerrations of 
wunqualificd observers, — 


11. That current surveys and studies of t-bles of organigation and 
equipwent for seiical unite of the armed forces for tae puryoce of make 
ing fuller use of nem-professional personnel, including females, ia the 
séminiatration of these unite should be continued, 


Thet non-ragular mediecsi officers, oven though thay prefer ad- 
ministrative acsignments in the services during war should not be tawed on 
noneprofessional assignments @xcept in the necessary sediaal comand and 
staff positions, 


That active qualified practitioners should not be permitted to 
Volunteer for wartine service in any of the other corvices or aras, 


ize That to ingurse fuli coordinated effort in the use of matiozal 
medical resources it is necessary to ect: blish medical seetions in the 
follewing agenci-sa of the National Militery Betablishzent: 


& Ketlonal Security Resources Board 
% Sentral Intelligence Agency 
6 Joint Staff of the Joint Chiefe of Staff 


13, That ferther competition botween armed forces medical eervices 
in the precuresent of medical personnel ie uneound in light of the dietan 
fréa supesior authority that every poxsible coordinated effort be sade. 


14, That rotation of moneepeciolist medical officers between field 


smd hoepite] unite in war muct be accepted as a “muast" to otvriate the 
justifiable eritician of medie:1 officers th: t they regresned profession= 
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That all classes of medical officers, including epedialists, 
should be rotated te the createst praotical extent between theaters of 
operation and Zene of Interior madiesl facilities. 


That these meawires c.ummot be atooiplishes uaiformiy without 
specific plane to impileuent uecesenry generai directives taat aged te 
be issuai consumning thie protica, 


15, That regardlecse ef the concept that regular sedical officers 
will be retelned of atrietiy profesclosal auelgmeoute during war, bht 
&% will not 2@ possidtle te do so —* it @ Binor way. 


That the large domand ror Command ond eteff medical officers 
in war cannot be adequctely met from civilian sources of these rare 
categories and further, 


Theat eivilien medicine will not renet f.verably to any system 
proposed whervis civilian practitioners will be required to asswre nore 
noneprofecsicial avaigacents then in World Yar Ti. 
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le ne Subsomaittee recommends that the following be accompiiahed 
in the order iisted; 


a Adoption of the concept that in the future, wedical pere 
gonnel resources wili and suct be controlied nationally aad that no 
singie using agency cut expect to secure die requirements by iadividual 
divergent action. 


| b& Ketsadiiehwent of a Joint medical ssstion cbneisting of sonior 
qualified médical officers of essh of the thrws services with necessary 
wesivtents on the dvint Staff of tas Joint Ghiefs of Staff, (See Tab J), 


Ge Retablisine.t: of Joist uedical sections on the following 
agFonoieus 
& Bativoual Seowrlty Resources Board 
be Contral Intelligence sgenay 
OG geint Staif of tus Joint Giiefe of Sialf 


de Hebadlivrwent of @ astioual regietzy ef all medical personnel 
feaources by the National Seourity Resources Board, 


® Agtion to eliainate the follewinzg: 
lL. Competition by each of the services for the procurenent | 
of wedical personnel, 
a. Tim volunteer syctes used in the past for seouring 
w@dical personnel during mobilisation aad war's 


f. Adoption of a single uniforn method for designating the 
Glassification of each o tegory of medics] pereconnel, — 


@ action te effect the following: 


le Pull use of non-professional officers in administrative 
positions in all medical fecilitios in peace and in wars 


a Greater use of the feuale components of the services in 
ZI medical facilities in peace and in war, 


3. A thorough study of the present reserve systems of the 
services ta determine their worth and praper methed of 
eperation under a policy of national centro] of nedical 
resources, 


4, & stady of the feasibility of contrelling the rotating 
of medical personnel by definitive top level directive | 
on field and hospital dutios, 
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he Contiaustion of the al Gcter per progran with reduction 
fin tie profeceional assiganents ta *key* personnel caly, 


4. Wo Gheuges to te made in the poliay of giving military aad 
. waite Bitles te prestitioners vaile on duty in the services, 


de Ber plameing purpeses under present conditions taat a1] rege 
lap offieer mehiAal poserenal be Gensidered available fer comanad and 
staf! assignneats in tae event of var. 
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TRUE COPY FXTRACT (Letter, Captain F. C. Greaves (MC), USH 
dated 17-April 1948) 


weent ™(a) One criticism frequently heard was that all qualified 
men were not used efficiently, or were used in ways that were not to 
their cre@it, or advantage to the service. It is one that is probably 
very difficult in resolving to the satisfaction of everyone. The 
Medical Services were interested in assigning qualified men to impor- 
tant specialist billets. The difficulty was that there were more 
specialists, who were qualified in their own estimation for the better 
billets, than there were billets. It might be proposed, therefore, 
to establish a system of classification of specialists on the basis 
of their training and experience, and to similarly classify billets 
in medical activities. Such a classification should be made a routine, 
with the results published to the individuals and institutions con- 
cerned, and based upon a standard of measurement drawn up by a recog- 
nised group of authorities. Thhs, the best qualified men would be 
assured of being assigned to the most important billets and the bil- 
lets would be certain of being filled with satisfactory men, at all 
times. It is realised that this policy waz followed, mere er less, 
in World War II but the way in which it was carried out appears to 
have created the impression in the minds of many that favoritien was 
being used and any suspicion of favoritism is always detrimental te 
morale. A classification system approved by leaders of the profession 
would tend to destroy such suspicion on the part of men who are highly 
qualified in their specialties but who do not happen to be on the 
staffs of renowned civilian medical institutions. 


"Efforts should be intensified to enroll civilian physicians in 
the Reserve Corps. It is questionable if this will enough 
results to insure a satisfactorily balanced Medical Service in the 
event of ancther emergency. This statement is made on the basis ef 
conversations with civilian physicians. They are not interested in 
aligning thenselves voluntarily with a military organization rith the 
prospect of having te serve periods of active duty in a mobilisation 
for political and diplomatic effect, The alternative is Selective 
Service registration of al] civilian physicians under a certain age 
and the organization of a Selective Service Medical Reserve, Such 
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TRUE COPY EXTRACT (Letter, Captain F. C. Greaves (MC) USN 
dated 17 April 1948) - Continued 


& program would permit an orderly allocation of the available medical 
manpower to civilian and military needs and would avoid a haphasard 
should the nation be confronted with a sudden major emergency. 
Selectees for military service could be assigned to duty in the sere 
vice of their choice in the majority of instances. Sufficient effort 
could be exerted to commission them in their preper rank and data 
could be compiled upon their capabilities and most efficient usage 
in time of war so that calling them up and ordering them to duty 
would be largely routine. Such a program is a complete departure, 
of course, from the traditional past when physicians volunteered 
their services as a part of their civic duty, but in view of the 
competitive spirit of the majority of civilians, including physicians, 
this appears to be a practical attitude for the responsible authori- 
ties to take. Set the goals to be met, give them a reasonable chance 
to meet them but be prepared to meet them with Selective Service if 
necessary. A physician has the same obligations toward national 
welfare as any other citizen,” *##H 
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TRUE COPY ExiRact (letter, Captain 0, B, Kiorrison, dr., MC, USH 
dated 23 April 1948) 


tte Ma, Classification and mobilization of medical manpower 
for the armed forces. . 

A frequent complaint during the early mobilization period was 
that medical officers who had been in the inactive medical corps 
‘reserve had stagnated in the junior ranks for years and were called 
to active service as Lieutenant (jg) or Lieutenant, while doctors 
who had never beeh members of the naval service were offered com- 
missions on the basis of are, irregardless of — training 
or experience» 


It is believed that medical groupe should be organized into 
reserve units in accordance with the anticipated war-time needs | of 
the Navy in time of war. These reserve units mst be convinced’ that 
ths active Navy supports them and is interested in their welfare and 
rs « The majority of doctors are primrily interested in a 
specialty, and plans should be made to utilize mdical officers in 
their chosen specialty when it is necessary to assign them to active 
Guaty ," | sateen 
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TRUE COPY EXTRACT (Letter, Colonel Arthur B. Welsh, MC, USA 
dated 19 April 1948) 


ateet "a. The Army scheme of classification of doctors was not 
generally applied and got under way too late. There were too mny 
‘classifiers’ and teo few qualified personnel classification officers. 
The system wasn't well understood. The Army Medical Department Classi- 
fication System as established could have been employed profitably te 
qualitatively express the available resources and would have assisted 
in quantitatively and qualitatively showing the requirements of the 
Armed Forces and using civilian agencies. In my opinion there was 
no long range Nationewide plan for the mobilization of medical mn- 
power. The strategic concept of the war and high level policies, when 
developed, didn't filter down to medical planning agencies. There was 
no all out mobilisation plan, Selective Service didn't assist mater- 


crimination so dectors say, It would have worked to perfection had 

there been better classification earlier; had authority te force a 
physician te accept service existed; and had the armed services and 
civilian agencies conceived and effected an integrated plan of medical 
service supported by phased quantitative and qualitative requirezents 

for an all out effort. A medical moniter at topside would have insured 
medical economy and operating efficiency. There was toe such decentralised 
contrel. That so necessary centralised control at highest command level 
was lacking.” ##000 
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TRUE COPY EXTRACT (Letter , Colonel F, A. Blesse, MC, USA dated 19 April 1948) 
*), 


“a. During World War IT, about 60,000 of the 160,000 practicing physicians 
in the U. S. saw service with the Armed Forces. In any war of the future, it 
can be assumed thet casualties among civilians will prebebly increase the civilian 
requirement for medical service. Careful consideration must be given to civilian 
medical requirements and since the supply is limited, efficient utilisation is - 
essential, — ; 


"b. Separate procurenent of doctors by Army, Navy and Air Corps preved to 
be wasteful and unsatisfactory, Competitive bargaining and hdrding resulted, 
me service had an abundance of a particular type of specialist and others had 
a shortage. It is more important that this be corrected by a system of cen- 
tralised control government procurement, classification and distribution, 


"ce. In the recent war, many of the doctors who remained in their civilian 
communities teok over the work of one or more other doctors whe entered the 
Armed Forces. These civilian doctors worked wmder considerable stress, and 
needed more physical stamina than many ef their colleagues who were in military 
service, In any future mcbilization, consideration must be given to the physical 
quality, as well as to the numbers of dectors who are delegated to care for the 
eivilian population. Early in the mobilization, some doctors whe possess 
physical defects should be inducted into the Armed Ferces. There is professional 
and staff work that many of them can perform, Even the aged doctors - these too 
eld te carry on civilian practice or serve in active military units, can be 
wsed in physical examinations, laborateries, and similar places where physical 
endurance is not required. This would save their able-bodied colleagues for 
the severe demands of civilian practice, 


*&,. Doctors serving at induction stations should be given more instruction 
eoncerning military requirements, the man-power problem and classification of 
defects. Too many men were lost to the service because of physical defects, 
Except for those unable to fimction in civil life, none should be flatly 
rejected (4F). As the demand for man-power for the military service becomes 
increasingly urgent, these defectives must be used and fitted into the service 
according to their capabilities, The morale and prestige of men who have been 
rejected is seriously affected in a commmity and should be considered. On 
the other hand, there was considerable criticism of the system which rejected 
well known athletes ete. who continued to indulge in strennous sports in 

civil life after being classified for military service as unfit, The in- 
pression that all men must be fit for actual combat duty is harmful and sust 
be corrected, #00 
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TRUE COPY =XTRACT (Letter, Dr. Howard A. Rusk dated 22 April 1948) 


xxuae "T also feel there is a great need for a civilian medical 
beard as a functioning agency of the National Securities Resources 
Board to establish national policies and programs for the distribu- 
tion of medical manpowsr and facilities to the civilian population, 
_ industry, agriculture and the armed forces in time of national 
emergency." ##itt 


TRUE COFY EXTRACT (Letter, Dr. Howard A. Rusk to Secretary for Air 
dated 27 January 1948) 


tnaee “T appreciate your attitude that the broad over-all 
service planning must come first and this should be carefully coor- 
dinated with the civilian needs and problems, I think it is gener- 
ally recognized that there must be a coordinated overall medical 
service, that many of the medical neede are common to all services 
and also many are specific to each. 


"With these facts as a basis it is my personal conclusion 
that the problem could best be met by the establishment by directive 
of the Secretary of Defense under Public Law 253, a medical coore 
_ Ginating board composed of the Surgeon General of the Army, Surgeon 
General of the Navy, the Air Surgeon and such other medica). person- 
‘nel as might be selected by the Secretary of Defense. The purpose 
of this board would be to assure full utilization of all available 
medical personnel, medical specialist and hospital facilities, te 
develop plans for adequate and efficient medical support of task 
forces, to standardize administrative vrocedures common to each of 
the three services and to coordinate with federal, state and civilian 
medical and associated agencies. This would, in effect, be a contin- 
uation of the Hawley board as a permanent board,” s+ 
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However, 


It was disheartening 


I particularly watched the 
that so many medical officers sat idly all over 


RESTRICTED 


TRUE COPY EXTRACT (Letter, Dr. Martin Karr - dated 3 April 1%8) 
I realize too well that there are no economical 


"I, like many other medical officers, watched with sadness the 
wars, beth from the point of view of dollars and manpower 


way in which the Arny wasted manpower. 
waste of medical men. 


& 


Khe 


L. K. Pehl, 
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TRUE EXTRACT COPY (Letter, Rear Admiral C. Be Camerer (WC), UsSele, 


Retired dated 21 April 1948) 


swe “In order to obviate infiltration of "misfite" throughout 
the Medical Services, the ee is suggesteds 


le 
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5e 


Careful screening re ae Age 
be Health 
Ge Professional qualifi- 


Assignaent of younger men in excellent health for 
active duty in combat areas re 


&@e Afloat 
be Air activities 
@e Advanced bases 
de Marine expeditions, eto. 


Men of more mature years, etce, for 


@e Training Centers . 
be Hospitals, dispensaries, 
clinics in home areas 

Ge Blood banks, eto. 


Rehabilated casuals to be assigned only to such duty as 


their physical and mental condition warrants. 


The prompt reversion or dismissal of al) Reserve Medical 
Officers to an inactive status who have clearly demonstrated 
their unfitness for service with the Armed Forces, regard= 
less of cause or excuse. (There are unfortunately many such 
individuals, )® # « « # 


RESTRICTED! 
SBUE COPY EXTRACT (Letter, Captain H. D. Templeton, MO, USE 
dated 23 April 1948) 


*@a) CLASSIFICATION AND MOBILIZATION OF MEDICAL MANFOWER FOR THE 


Thies very important subject has received much consideration; as 
early ae 1936-37, the Bureau of Medicine and Surgery authorized the or — 
ganization of several medical specialist units in various cities through- 
out the country, preferably those adjacent to a medical center, The 
complement of those units was 12-14 medical officers, and each member a vell 
Fecognized specialist in his particular field of medicine ox surgery. Such 
units were inactive volunteer reserve organizations, headed by a senior 
surgeon or a senior internist, whose duty it was to organise the unit, 
convene monthly meetings, and keep the District Medical Officer advised of 
ite training. 


Apparently the Bureau's plan for the mobilisation of euch volunteer 
organisations as complete units did not materialise. In 1940-41, when our 
entrance into the last war became more and more imminent, various members 
of those volunteer units reported for duty at our hospitals. ‘Several were 
quite disappointed and disillusioned in that they had been separated from. 
their organization, and in so doing, they felt they had lost their identity 
as specialists. I feel sure, however, in a great percentage of instances, 
misassignments were corrected, wut only after each individual proved his 
special professional talents and capabilities. | 


The above noted procedure was no doubt the best plan devised at that 
time to effectively organize, classify, and train reserve medical manpower 
for the armed forces. And, had it been more vigorously pursued, it is 
reasonable to assume that a fair amount of classification and preliminary 
ore ip ievidagg would have been accomplished pater to the beginning of 

ties. 


In September of 1947, the Bureau of Raval Personnel, through its 
Naval Reserve Letter No, 36-47, authorised the organization of volunteer 
Feserve components of the medical corps of the Navy. This general plan 
for the organisation of some 240 volunteer medical divisions is mot 
‘therough and complete, and it seems to many of us that it is the most 
practical method devided for the organisation, classification, training, 
and mobilization of medical manpower in the event of a national emergency. 


At the vresent time, there has been much discussion and dedate 
relative to the feasibility of re-establishing selective service and 
universal military treining, Many of our most reliable political and 
military leaders, as well as a goodly number of edacators have questioned 
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the venefite derived from short term basic military training and indoctrins- 
tion, and have reinforced their arguments with many convincing reasons for 

not reestablishing this type of training, As far as the training and effec- 
tive indoctrination of medical manpower is concerned, I feel that we could 
accomplish far more by assisting materially in the organisation of the 

240 medical divisions as outlined in the above-referenced plan. Training 
performed in such organizations could well supplant that of the training 
stations, and more effective indoetrination of medical parent 3 4a specialised 
‘duties might be accomplished. 


I feel that it is necessary that the proposed 240 divisions be given 
financial support and administrative assistance, plus individual remuneration 
comparable to the training pay received by active reserve waits. It is alse 
quite necessary that armory facilities be provided where such divisions could 
meet at regular intervals and conduct a well organised training schedule 
that would accomplish the purpose for which such divisions are designed. I | 
feel reasonably certain that this assistance is necessary, because very fev 
doctors and nurses and specially trained personnel will give their time and 
services without a nominal remuneration. The commanding officers of such 
wedical divisions require a minimal amount of clerical assistance in order to 
effectively organize and maintain their complement up to strength at all tines. 
I feel that anything short of this will not assure the results desired by the 
Bureau; the volunteer medical division without such aid will ameunt te little 
more than a roster of the names of certain doctors, nurses, and enlisted ratings 
_ who agree verbally te serve as a unit in the event of another national emergency. 

Gertainly such is not the intent and purpose ef the plan, decause Bey coco 
would secomplish this end equally as well. 


This plan, in my opinion, serves two major purposes of Be can value 
and importance; it assures organised, classified, and partially t 
medical manpewer that may de quickly mobilized, and it provides ap ey more 
desirable substitute for universal military training and selective service, 
which will continue to be vigorously opposed by political factions and various 
other influential organisations, "95955908 
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TRUE COPY EXTRACT (Letter, Colonel ©, F. McIlnay, MC, Air Force 
dated 20 April 1948) 


oeant "a, Preparation for mobilization of medical manpower for the 
Armed Forces should be accomplished. during peacetime and should te kept 
current just as in the case of industrial mobilisation. Participation 
in national defense should not be left to the whim of an individual and 
should not be dependent upon voluntary membership in any reserve or 
Hational Guard organisations. Knowing the total number of medical per- 
sonnel required by the services in various military situations and also 
the total number of such personnel within the United States, a 
decision should be made as to the numters that should be taken from 
various localities, thus attempting to leave those localities with an 
equitable medical coverage. Those scheduled to join the Armed Forces 
in ease of an emergency should be so informed, and so long as they 
remain on the mobilization list, they should be required to undergo 
a brief annual physical examination, and they should submit an annual 
report, indicating their training, retraining, experience, and interest 
in the various fields of medical practice. During any emergency, the 
portion of this medical personnel actually taken from any locality should 
be dependent upon the military situation and priority of call should be 
previously established. This system would establish the basis for 
classification, as well as a plan for mobilisation. A great portion 
of the functioning of this plan shovld be made a matter of civilian 
responsibility." *snrt# . 
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TRUE COPY EXTRACT (Letter, Captain Rebert M. Gillett, (mC) USN 
dated 15 April 1948) 


= Tue prewary or the present nedical reserve organisations 
does not appeal to me as the proper nethed for speedy or adequate 
‘ mobilisation of the medieal departaent. The establishment, by 
District Medical or the Corps Area Officers, of an active file 
on every Dector in tie district -— cress indexed as to age 
groupe, professional qualifications, military training, availa- 
bility, ete., would serve the purpose such better; as undoubted- 
dy any future war will necessitate the use of the draft system 


se ee 
aA 
L. K. Pohl, 1, mc 


TRUE COPY EXTRACT (Letter, Dr. A. R. Shands, Jr. dated 20 April 
| 1948) | 


aenee "The classification and mobilisation of medical man- 
power appeared satisfactory. A great many of the 
sra:aat ametioneh 4o Gack Sn theie exguatty in the bogiteing 
because of faulty classification. However, this was the ox- 
eS . 


L. K. Pehl, 
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TRU. COFY EXTRACT (Letter, Captain Lewia T, Dorgan (MC) USN) 


"Entirely too many physicians were declared essential by « local 
hoard regardless of their physical condition and fitness for active 
military duty. On the other hand, many men motivated by patriotism 
were accepted for active duty regardless _of various physical handicaps. 
Many of the latter broke down under sea and field conditions #hen their 
services were most urgently needed nae at a time when replacements were 
difficult to find. 

"The doctors who did not enter earthen held lucrative practices 
and bettered their financial condition unreasonably while their collea- 
gues in the Armed Forces sacrificed equipment, practice, and savings 
to serve. 


tg Remedies: 
"(1) That all physicians be conscripted into the Armed Services; 


those who are in the younger age groups, and physically fit, to be as- 
signed to sea and field duty while the physically handicapped and aged, 
man the continental activities and care for the civilian. 

"(2) That all physicians under the age of 45 years be inducted 
tato a reserve Medical organization and that they be indoctrinated in a 
basic course of military medicine. 

"(3) That all physicians over the aze of 45 years be assigned to 
a ‘home guard’ subject to the same military control as the younger age 
group. These men should have extensive training in atomic radiation 
protection and general first aid and emergency surgery procedures, 

"(4) That all reserve medical officers be trained to serve as 
independent medical officers and that no stress be laid on specialist 
units. These wits were clannish and in many instances offered serious 


passive resistance to the senior administrators of the regular corps." 
SHEE 


7K 


L. Ke Pohl, lonel, MG 
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TRUE COPY FXTRACT (Letter, Colonel C. J. Baker, MC, Air Force 
dated 22 April 1948) ee: 


aunt Pa, Classification and Mobilization of Medical Manpower 
for the Armed Forees. It is my belief that all medical and dental 
practitioners throughout the U, 5. should be classified as to 
their specialty, if any. Classification should be based upon: (1) 
Their deuonstrated ability before the various professional boards, 
(2) Their reputation as known in their County and State Societies, 
and (3) Their age and years of experience. Classification could 
best be accomplished by the American Medical Association federally | 
sponsored through a committee appointed by the Secretary of Defense. 
The mobilisation of medical manpower should be based upon the mini- 
mum needs of each community, considered with the minimum recuire- 
ments of the Armed Forces, i.e. City, County, and Stste, and no 
volunteers accepted from any commmnity after the minimum ‘number 
or cammunity requirements is reached. Mobilization should start 
with volunteers, but selection should be carried out to fill the 
needs of the service efter volunteers are accepted,” *##+ 


TRUS COPY EATRACT (Letter, Colonel Hervey B. Porter, MC, USAF 
dated 23 April 1948) : 


amen "a, Classification of medical man-power! The human 
attributes were untouched upon. The lower age group, lower 
classified officers performed better in the field and presented 
far less of a morale problem than did the specialists,” ###1#+ 


\ 
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TRUE COPY (Bxtracts from Ltr Col. Harry Ge ASHE, a 16 April 1948) 


wot Ma, Classification and Mobilization of iedical Manpower for the 
Amed Forces. 
(2) Defectes 


(a) Reserve officers called in at their rank, while 
civilian comonents cften given initial higher 
rank 


& 


(b) Trained Medical Departsent specialists (enlisted) 
assigned to combat units because of being physi- 
cally fits 


(c) Classification system not established early enough. 


(d) Specialists called to duty before actual assign- 
ment available for them. 


(e) YWietrained medical officers accepted for military 
service early in emergency, giving wrong impression 
of caliber of medical care. 


(2) Uncoordinated staff planning between Medical peed 2 
‘ment, line and oe service branches. 


(g) Dental conditions existing in draftees on induction 
made adequate dental care impossible during service. 


(2) Remedies: 


(a) Barly classification and periodic review of all 
potential medical officers--preferably through 
county medical society under ‘iar Department MS labia s 


, (bo) Utd ization of specialists in gensral hospitals or 
centers only, (except where specialty needed on 
front line). 


{e) Retention at all times of personnel trained for 
medical service. 


(d) Full use of limited service personnel under the 
provisions of HK 1-9. 


(e) Exploitation of female manpower - Medical Departrent 
service. 
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THUR COPY EXTRACT (Letter from Rear Admiral A. H. Dearing (MC), U. 8. Navy 
dated 26 April 1948) 


eveee #(g) Olsesification and mobilisation of medical manpower for the * 
Araed Forces. 


Prior te Pearl Harbor day a great many Reserve medical officers had 
been formed into "Specialists Units" consi¢ing of highly trained specialists, 
ostensibly for the purpose of manning a hospital or composed of medical 
officers with particular skills and with a specialty such as; surgical teaus, 
neuro-surgical groupe, etc. These officers were reeruited for the Naval 
Reserve with the idea that they would be utilized in their specialty and as 
teams. However, very few of these teams were utilised and in many cases 
the tenme were broken up, the waits were dispersed ,nd medical officers 
were assigned to duties which had no relation whatsoever to their training 
as specialists in civilian life. This has deen a subject of considerable 
bitter comment on the part of Reserve officers and hag been quoted as a 
reason for their lack of confidence in any medical plan in the part of 
the Hedical Corps of the Navy. 


With regard to classification ef specialists, the writer observed a 
number of medical officers vhe were classified as specialists. When they 
were plagsed in duties which a specialist should be dle te perform, these 
officers were totally wnable te perform these duties. In short, it would 
appear that the premises on which they were classified as specialists were 
@ntirely inadequate. To the knowledge of the writer there is ne standard 
set up at the present time to determine which officers of the Haval Reserve 
shall be qualified as specialists in a particular branch of the medical pre- 
fession. The BuPers Manual in paragraph H.1206, page five, states that 
MCS, USNR will consist of medical officers in the following categories: - 
"Those whose training is so highly specialised that they de not qualify 
for — duty; (whe will determine this and by whet standards) those whose 
age is 8 years or over; and those not physically qualified for unlimited 
duties", It would appear incongrucus that the designation of (S$) which all 
Reserve officers have been given te believe applies to specialists should 
also apply to officers over fifty and to officers unable to do sea duty. 


With regard to mobilisation of medical officers 1¢ was noted that 
immediately after Pearl Harber hundreds of medical reserve officers were 
ordered te Raval Hospitals merely fer the purpose of getting them on active 
éuty for indoctrination and then within a week or ten days were ordered te 
seme other aQuty. This use of a Naval Hospital ag a Receiving Ship for 
medical officers at a time when the hospitals are at their busiest because 
ef the increased lead of admiesions, appears to be a mistake.. TRere is me 
. time fer the permanent ataff of the hoepital te indoctrinate medical officers 
when they are busy with their clinical duties. It is believed that 1% would 
ve of benefit to have some central point within each Naval distriet fer the 
mobilization of medical officers rather than harassing the workings of a 
Naval Hospital with these supernumeraries at the time of mobilization.” **** 
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EE a (Letter, Captain F. R. Urban (MC) USN 
dated 28 April 1948) 


sueet "(2) Classification and mobilization of medical manpower 
for the Armed Forces, 


*(1) In the mobilization of medical manpower, consideration 
should be given to those who prefer administrative duties and those 
that prefer purely professional duties. There were mahy in the last 
war whose talents were entirely lost to the service," #HH+ 


L. K. Pohl, 
TRUE_COPY EXTRACT (Letter, Dr. Russel V. Lee dated 18 April voor He 


“There was unquestionably widespread dissatisfaction and criticisa of the 
military medical services during the past war on the part of medical officers. 
. There is an apparent disinclination on the part of well qualified young doctors 
toward entering military service. There will be even greater wfavorable re- 
action in a future emergency if no remedial steps are taken. The opportunity 
te comment on these matters is welcomed. es 


"Reference is made to Paragraph 3 of letter dated April 8. Comment is 
made on the subjects as listed. 


| m(a) Classification and mobilization of medical manpower for the Armed 
Forces. — 


"In times of peace, new, as soon as possible, every single active doctor 
in the country should be elassified and catalogued for possible nilitary or 
civilian service in tines of war. It should be recognised that civilian defense 
48 equally important with military medicine, and service therein no less praise- 
worthy. Every docter without exception should have a role assigned to him and 
a number indicating his liability te call. This should be dene through the 
American Medical Association and County Medical Secieties under legislation by 

« The physical standards for medical officers in the Army, and parti- 
cularly in the Navy, were absurdly high and these should be modified in accerd- 
ance with a common sense appraisal of what a medical officer's duties are likely 
to be rather than on the apparent assumption he was te march 30 miles a day 
with a pack on his beck,” ####0 


L. K. Pohl, i, mC 
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TRUE COPY (Extract Ltr Nellie Jane Deilitt, Captain (iC) USN, 29 April 1948) 


wien" (a) It is the opinion of this office that greater responsibility should be 
given to each District edical “fficer in comection with the procurement, assign~ 
ment and distribution of nurses. 


PROC URIVENT . 


Wider and more effective publicity should be given to the procurement of 
maorses for the ‘avys We suggest - 


(a) That an officer especially trained in publie relations duty (other than a 
nurse or a doctor) be assigned to the nurse corps procurement program in 


‘the various Districts. 


(bd) a Navy surge selected because of her special fitness for such duty should 
‘be assigned so as to be available for public appearances in comection 
with procurement procrams, as well as to interview candidates. 


All nurses under the age of 45 years, married or single, should be members of 
the organized Reserve-—Amy, Navy, or Red Crosse Membership lists should be avail~ 
able to the District liedical Officer in each Districts - . 


All candidates for commission in the Nurse Corps should be counisshoned as 
Reservese This method would shorten the period between application and appointment, 
and would provide an opportimity to observe the candidate before giving her status 
in the Regular Nurse Corpe.,.*sHd 
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TRUE COPY (Bxtract from Ltr Alfred W. Eyer, Captain (MC), USN, 17 April 194*) 


ut (a) Classification and Mobilization of medical manpower for the 
Armed Forces. 


"It is suggested that a s&udy be made of available members 
of the medical profession in their current locations, listing their 
ages and qualificationse Further, that continental United States be 
divided in to "professional areas” and medical facilities plus medical 
talent be "pinpointed" within their respective arease 


"In the event of total mobilization of manpower and resources, 
this should oermit an equable distribution of medical talent to the Armed 
Forces and the necessary civilian requirements. It will provide, additionally, 
@ broad picture of facilities available ami utilizable in emergency situations. 


"Suggest a special clause in the Dyaft Law or Universal Military 
Training, if adopted, that will include graduating medical students and 
young men of the medical profession who have had little or no contact 
with the Armed Forces. 


"In anticipated total mobilization, it would be of considerable 
value to both Armed Forces and civilian professional medical men to have a 
“meeting of the minds” regarding true national objectives. This is con 
sidered highiy important; in order to insure good cooperative functioning between 
the Armed Forces medical personnel and their civilian counterparts in the : 
defense organization. it is my impression that, heretofore, professional 
men of the armed “ervices and the great mass of civilian doctors have gone 
their respective ways entirely oblivious of their dual responsibilities in 
sornection with the overall national welfare," iit 


Colonel, iC 
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RRUR QOPY BXTRACT (Letter from Colonel James H. Forsee, H.C. 


dated 20 April 1948) 


weeee #( 4) Classification and Mobilisation of Medical Manpower for the 


Aruned Yorces. 
1. 


2. 


4. 


fhe policy employed of having local and national medical 
organisation determine which members of the profession 
are available for duty with the Armed Forces seemed to 
have been feagible and practical, It certainly decreased 
the opportunity for criticism leveled at the Armed Forces 
in respect to determining which members of the profession 
should be in military service.and which should remain in. 
private practice. The inauguration of this policy on « 
wach wider scale as a preparatory peace time measure is 
suggested. A civilian medical organization, probably the 
American Medical Association, could render a very valuable 
immediate service to the military establishment and each 
physician could be properly catalogued as te professional 
capabilities and eligibility for military service. This 
listing should be kept current ané close coordination with 
the Medical Department of the Armed Forces should ve main- 
tained, The iniividwals concerned should be kept informed 
as to their classifications and be given a tentative 
mobilisation assignment. The importance of keeping such 
an assignment current is evident. 


It would seem feasible to contemplate total mobilisation 


of medical manpower. In such an event it is imperative 
that a eataloging of doctors, dentists, ete. should be 
considered an urgent requirement. Dispersion of this 
information relative te cataloging of individuals ie 
necessary and should not be centralised in one office. 


For many years it has been recognised that certain 
deficient qualifieations existed in many of former 
officere of the Medical Administrative Oorps. This is 
probably going to be corrected by the organization ef the 
Medical Service Corps now in operation. The possibility 
of commiseioning officer personnel, Second Lieutenants 

of the line, in the administrative section of the present 
Medical Service Corps positions might well be investigated. 


Nedieal Schools and Teaching Hospitals. During this post- 
war period careful thought may well be given to the estab- 
lishment of important courses of instruction in Medical 
Sehoels to acquaint the undergraduate student with the 
predlems of War Medicine, Surgery, Preventive Medicine, etc. 
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These courses could in many instances be included in the 
already established medical curriculum. For example, 
courses in surgery, might devote time to the presentation 
of the principles concerned in the managemnt of war wounds. 
The department of medicine could emphasize malaria ag a 
major military problem. Neuropsychiatry easily lifts itself 
to a discussion of the — made manifest by war. 


The present ROTC plan in Medical Schools is excellent but 

does not go far enough. At the moment such facilities are 
materially aiding in the professional training of Regular 

Army Medical Officets. It is sugzested that when sufficient 
qualified specialists are available in the regular military 
establishments that the aesignment of such personnel to positions 
in medical schools as coordinator of medical military activities 
and professor of Military Science and Tactics in that institu- 
tion might be advisable. In a protracted war, adequate means 
for continuing teaching in mediegal schools and teaching — 
hospitals is fundamental. in the recent war much criticien 
was leveled at the War Department for what was believed to 

be an unnecessary and rather arbitrary method of interfering 
and interrupting medical school teaching and hospital training. 
Whether or not this was a justifiable criticiem the fact was . 
evident that for mich of the war period the military forces had 
many more doctors than actually needed. Under conditions of 
heavy battle, it had been my experience, that it is almost — 
impossible to al@ays have enough doctors at the locations most 
needing their services. The Armed Forces during the period of 
War is not the place to caSry on post-graduate teaching and 
other institutions must be properly staffed to carry on this 
funetion of furnishing the military servides with qualified 
surgeons, internists, etc. The oldgr members of the medical 
school faculty should and must meet the responsibility of 
teaching. The younger men, with or without comparatively 
minor disabilities must be permitted to share in the more 
hasardous military assignments. In view of these suggestions 
the following recommendation is submitted: 


The establishment of professorships in military surgery, 
medicine, preventive medicine, etc. in several leading medical 
schools. The Federal Government would under this plan sponsor 
the professorship and contribute financially to their support 
either in whole or in part. The additional pay of, say $5,000 
anmally to an already established full professorship in 
surgery at John Hopkins University, Columbia University, 
University of California, or other medical schools would make 
' these positions definitely nore attractive. The Armed Forces 
should be consulted and would naturally adyise in the appointment 
of individuals in such positions. This plan would in ne way 
Anterfere with our present plan of residency tiaining in 
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-eivilian institutions, but rather i¢ would enhance 


ite importance and more closely coordinate the 
civilian and military medical profession. 


Rnlisted personnel. 


fhe abandonment of the Enlisted Men's Technicians 
Schools established during the War was, it is believed, 
ill advised, It is highly desirable that at least a 

6 months period of basie military training and in- 
etrustion in elementary technical medical problems 
showld de required of all medical enlisted personnel, 
male and female.” **9%* 
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RUE COPY EXTRACT - (Letter, Brig. Gen. P. J. Carrell, MC, ee Retired 
dated 19 April 1948) 


Paunw7, It is a well known fact that a complete reorganization 
ef the medical services in the United States is urgently needed if 
we are to properly seet our obligations, military and givilian, in 
the event of another war, Our next war will be fought in the ore 
on and under the water, on land, in the tropics and the artics, on 
the American and other continents, We must be prepared to make 
full use of the services of all physicians and dentists with a 
minimum loss of time and motion,” 


TRULCOPL EXTRACT (Letter, Colonel John A. Rogers, MC, USA (Ret.) 
dated 19 April 1948) 


aanem MA, Gitestina tice: umn wpntiasiiae ce aeliea) Sue | 
power for the Armed Forces. 


"It seems to me that this was conducted fairly efficiently 
for World War II with the possible exception of the mobilization of . 
physicians too rapidly, thereby crippling civilian commmnities 
prematurely. In some instances the mobilisation of affiliated 
mits seriously crippled the staffe of hospitels. I believe this 
should be carefully studied since there are many factors such as 
the training of enlisted persommel and nurses to form an integrated — 
unit. Many factors are involved, of course, but it is believed 
improvements could be made,” *##tH# 
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TRUE COPY EXTRACT (Letter, Colonel R. E. Stone, MC (Res.) Air Force 
dated 22 April 1948 


avn (2) Classification and mobilisation of medical 
manpower for the Armed Forces. 


"It is my belief that no physician or dentist should be 
taken into the Armed Forces with a rank less than Captain. 
This would in a way compensate these people for the years of 

and the personal sacrifice they make in giving up 
an established Medical Practice which disappears rapidly 
after they are no longer there to look after it. Commensurate 
higher grades to be given to those men with special qulifica- 
tions and training.” ###+# 


TRUE COPY EXTRACT (Letter, Rear Admiral C. L. Andrus (uc) USN 
dated 27 April 1948) 


ennue ®(2) A system of Classification’ of medical manpower is 
considered essential not only in meeting mobilization of the Armed 
Forces needs but also to provide medical care for the civil popula- 
tion. If mobilisation plans for medical personnel provide for the 
organization of medical specialist groups within the Military Reserve* 
to serve as coordinated nucleus wits in major military hospital act- 
divities it is believed that every effort should be made to keep them 
intact when called to active duty. They will then function to best 
advantage and in every way render a greater service to the Services, 
Although the exigeneies of the Military Service require the perform- 
ance of many tasks foreign to civilian practice it is considered im- 
portant that in so far as possible all medical personnel especially 
trdined in any given line should be assigned duty where full advantage 
ean be taken of their individual talents, We have all seen too many 
square pegs in round holes,” #### 
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TRUE COPY (Extract Ltr M.C. Steyer, Major General, U.S. Army Retired, 19 Apr 48) 


aseee "(2) Classification and mobilization of medical manpower for the 
Armed Forces. 


Unfortunately, I was not in the United States during the 
war period. However, I believe the classification of 
individuals and mobilization of medical manpower was 


done as well as could be expected.” ‘Ht 
Dk. oe | 
Colonea, MC 


TRUE EXTRACT COPY (Letter, Col. Robert P. Williams, MC, Surgeon, 16 Apr 48) 


eure" (2) Classification and mobilisation of medical manpower for the 
Armed Forces. 


I advocate a universal draft - all males of military age to 

be called up and assigned to civil or military duties. All doctors desig- 
nated for military service to be classified as to MOS and given a priority 
for call to active duty; for instance, junior officers of scarce categories, 
such as physical medicine and plastic surgery, should expect to be called 
early. Highly specialised doctors to be called just before their mit 
starts actually functioning, either in the U.S. or ovarseas. Administrative 
and training officers would be called early to organize the unit and start 
its training; those on prefessional duty would be called early to organize 
the unit and start ite training; those on professional duty would be called 
just. in time to get minimal training before they start caring for patients. 
In the last war there was active competition between the various services 
which resulted in over-supply in one place, shortage in another. Unification 
should obviste this. Personnel procurement should be national for all Armed 


Forces." ####+ . fie 


Colonel, MC 
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TRUE COPY (Extract Lts James E, Hix, Lt Cole, MO, (Resigned) 11 April 1948) 


eenerMSufficient experience was gained in the last war that I would think a 
satisfactory scheme of classification could be evolved in time of peace-~and 
then the doctors mobilised according to need, I visualize total mobilization 
for the next onse Goverment take over everythinge e.dector who stays at 
home wakes exactly the same as hie classification allows tae-military brother. 
The rest is taxed. The G. I. Joe makes the same as aircraft worker brothere | 
The classifying should be done by the AMA for best cooperatione If not a 
specialist, years of experience would qualify for a certain rank-—-regerdless 
of the 1/05 I'm afraid that I favor the rather radical total mobilization 


idea which wuld then leave the military Lent » " stiriiett 
Le Ke POHL 


Colonel, 1 4} ee | 
RUB _EXPRACT COPY (Ltr, Brig. Gen Guy B. Denit, MC, Surgeon, dated 13 April 1948) 


eeeesClassification and mobilisation of medical manpower for the Armed Forces. 
This can be accomplished only after a complete estimate of the medical situation. 
By that 4t is meant the total requirements for the civil population and the 

Armed Forces must be measured against the total medical talent available. Gare- 
fulty worked out requirexent tables for each armed service, not only as to 
numbers but as to special qualifications, must be prepared well in advance of mo- 
bilization. The allocation of this talent must be on a level higher than the 
Joint Chiefs of Staff. The proper place for thie is in the Bational Security 
Resources Board. It 4s essential that the American Medical Association have com 
plete information as to professional qualifiextions and talents of each and every 
doctor in the country in order that an equitable distribution of talents may be 
made to the three services, There should be and must be an interchange of doctors 
detween the sergices in accordance with the requirements as developed by the type 
of warfare to be conducted. This is a subject which requires a gre:.t deal of care- 


ful study by medico-military planners and the various es of the American 
Medical Association, ® sees 5 
3 LaK,- PO 


Colonel, KO 
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SRUE COPY BXTRAC? (Letter from Dr. Wm. C. Menninger, Topeka, Kansas, 
dated 22 April 1948) 


#0008"(a) Medical Manpower -- It is my belief that possibly you will 
have la draft medical manpower and I assume that your priorities would 
well be first those ASTP men who have not served but have received some 
educational training as the result of the ASTP. Secondly, I would 
assume that you would include those physicians who had not had service 


in this last war, Third, I would hope that you would include those who 


had had less than a years service, Llnstly, I would assume you would 


‘take those individuals who were in the service previously, Except for 


those reserve officers who wish to volunteer I would presume it would 

be wiser not to call on them, I believe that this will not however 
account for the specialists needed in the higher categcories which in the 
arny we called Class A and Class 3 apectalists. Undeubtedly you will 
have to make some special provision and I assume that the Services will 
ve figuring out the number of these individusls depending on the strength 
ef the various Services, the number they will need. Whether these persons 
can de approached individually of not is a matter which I think has to be 
given consideration but assume that is the only way you could get them, 


It is my strong conviction that all officers, and particularly 
medical officers should be given training in the area of mental hygiene 
and preventive psychidtry. I think they have to be taught because of 
our failure in medical education to recognise the need of- treatment for 
emotional disturbances at all levels: Officers Candidates Schools, Boot 
Camp, Beeic Training Camp, etc. When we face the cold fact that we lest 
nearly 50% of all separations from both army and navy because of personality 
problems, it seems to me fundamental that we expect 211 officers both line | 
and particularly medical to recognise the nature of this type of loss of 


manpower and what can be done about it. 


It 48 my further conviction that medical officers should he procured 
only at the rate for which there is an actual need with due regard to their 
assignment in adcordance-with their specialty training and experience. In 
the last war many were inducted six to twelve months in advance of any 
real need for them and placed in pools until they were finally réassigned 
in relative conformity with actual military needs, This was very expensive 
and very bad for morale end engendered what we all recognised as a kind of 
"browned off" state of many of our civilian physicians who were in the 
Service, currently manifested by many of our doctors, ****** 
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TRUK COPY (Kxtract Ltr Albert T. Walker, Captain, Me, USK, 26 April 1948) 


at “During a national nega: financial resuneration for such wuleds . 
_ groups as doctors, nurses, and various technicians should be equitably distri- 
buted in each group so that individuals would not benefit financially from the 
service rendered by otherse We should go back into the medical schools and 
require every man accepted for medical training to take some work in 

safety, epidemiological disease control, casualty handling, and basic medical 
officer training, sco that these subjects ee er ae ee 
and if called to render service to his country. He should also be required to 
indicate preference for the branch of service or civilian billet he desires and so 
carried on a master roll with up-to-date information kept on him in the Joint 

. Medical Staff office during his medical school career and after graduation. -. 
Mobilisation of Armed Forces and civilian medical offices would then be within 
‘workable limits when the need arises for such a stepe Again it should be em 
phasized that this program must be coordin:ted at Cabinet level."snm 


RECORDER 


THUR ANTEACT COPY (Ltr Gapt. %.P, Kunkel, MG, USN, dtd 21 Apr 48) 
ee+es 4. ®In times of mational emergency, the medical corps of the armed services 


should be brought imsediately to full strength by voluntary application, if 
possible, if not possible, then medical officers should be drafted, "*sseesee 
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TRUE EXTRACT COPYs (letter from Colonel Richard T, Arnest, nee 
| dated 19 April 48) 


*** "a, I am not in a position to fully answer this question, . 
however, I have always been of the impression that medical enlisted 
personnel for the army were poorly selected and inadequately trained. 
A well trained and proper selected enlisted medical corps in tim 
of peace would go a long way toward quickly training the expanded 
corps in tim of war, Officers and nurses on the other hand spent 
entirely too mch time in treining camps during World War II, I 
would recomend that at least two Medical Department Training 
Stations be maintained in the United States during peace, one in 
the south east and on in the west. All medical enlisted personnel 
would be given at least three months training in one of Ahens camps 
prior to assignment to duty « Bde 


Colonel, U.S, Arny 


TRUE EXTRACT COPY (Ltr fr Ne C.Mashburn, Colonel, “Cc, AF, 19 April 1948) 


HHA classification of civilian=-medical personnel by a system similar to 
the one now used in the service would be of great help in time of ——— 


tione 


Recommend a plan to subsidise medical education for personnel of the 
Armed Forces be developede siti 


Le Ke POHL 
Colonel, uC 
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THUR_OPY_EATRAOR (Letter fram Captain M. J. Aston (MC), USN 
Portsmouth, Virginia, dated 23 April 1948) 


eevee *(a) Classification and mobilisation of medical manpower for the 
Armed Forces, . 


Despite many difficulties and duplications of effort, some degree 
of criticism and perhaps a degree of confusion, I believe that those 
charged with the mobilisation and classification of our medical manpower 
performed their tasks efficiently and well. The services were, however, 
engaged in competitive recruiting. This had its undesirable and untoward 
effects. The cometitive bidding defeated the standardization and remlted 
I think in certain basic inequalities of rank, assignment, and opportunity. 
In any future National emergency in which the several services engage as & 
more definitely merged armed force, a central personnel agency could func- 
tion té the best possible advantage in the assignment and deployment of 
medical personnel, However, if the union of the services is to allow each 
- gervice freedom of action in its procurement and mobilisation functions, 
‘then I sce much merit in the plans and measures that are now in force. 
I refer particularly to the creation of medical divisions which are set 
Wp in our naval districts, These to my mind represent # marked improve- 
ment over the medical specialists unite which served se well during the 
past war. The medical specialists units by reason of their emall aise ,nd 
the limited number of personnel which comprised them could be used to 
vest advantage in duty assignments wherein they more or less completely 
staffed the activity, so for example they were utilised in hospital ship 
duty to the best possible advantage. Squally important and practicable 
perhaps was their use in certain shore activities where again they more 
or less completely staffed the facility. In sone instances where two or 
more of these units servad together matters did not always proceed smoothly, 
Personal relationships at times became stalled, professional inequalities 
were unduly emphasized, and jealousies wére sometimes developed to an 
anvarranted degree. This was particularly true when the medical personnel 
were not fully occupied by professional work. When they became so occupied 
the clashes and differences rapidly disappeared. Indeed, as can be well 
understood, I never came in contact with a busy actively engaged medical 
wait which failed to exhibit a high degree of morale, 


It might be expected that a future war will see visited upon our 
civilian population more of the death and destruction which has hiterto 
been reserved for our uniformed personnel in sonflict. Perhaps our own 
land will not be spared in a war of the future. Casualties among civil- 
fans may be heavy. If this is a possibility then due regard must de paid 
to the medical needs of our civilian population. They must not be reck- 
lessly stripped of their doctors ner should they be expected to furnish 
an undue proportion of the able-bodied and more active menbere of the 


medical profession. 
_|RESTRICTED : 
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The army and navy need for the most part, young able-bodied medical 
officers particularly in those duty assignments which require vrolonged 
end exhaustive efforts: however, we shall continue to need also , fair 
leavening of the older and more mature groups; so it would seem that what 
we should strive for is the procurement and operation of o well-balanced 
group. Whenever and wherever possible, rank and duty assignuents should 
conform to the qualifications of the individual, 


If a single agency for the procurement of medical officers is to be 
set up in the future, I delieve it should be operated and controlled by 
officers of the serve rather than by civilians. The services of civilian 
doctors as aids and consultants can be employed according to need," 9496 
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THUR COPY BXTRAGT (002. Robert K. Simpson, USA (Ret.) 
dated 1.May 1948) 


eeese "(5) Classification and mobilization of medical manpower for the 
Armed Forces. It {¢ my opinion that military medicine should be compulsory 
in all recognised medical, dental and nursing schools, and graduates of 
such schools automatically commiseioned in the Reserve, even tho physical 
qualifications may reatrict activity to limited service. If some form of 
military training be adopted, high school and undergraduate studente may 
be selected, depending on aptitude and inclination," *#%s 


TRUE COPY EXTRACT (Letter, Brig. Gen, Robert C. McDonald, MC, USA (Ret. ) 
dated 15 April 1948) 


eenee (a) Classifications and mobilization of medical manpower for the Armed 
ee Forces. : 

"(1) Comments Lack of timely classification of medical manpower prior 
te admission to the Service was a disadvantage to the Medical Service in that 
ineufficient personnel with special qualifications were not made available, 
or were given improper assignments. Mobilization of medical manpower did not 
therefore meet medical requirements in theerly stages of the war. 

"(2) Suggestions; Classification of Personnel should be accomplished 
as far ahead of admission to the Service as practicable; certainly not later 
than a pre-induction examination at least a month before induction. Classi- 
fication of officer personnel, particularly physicians, should be accomplished 
prior to the beginning of hostilities." salathaliad 


> Colonel, MC 
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TRUE COPY EXTRACTS (from Report of an Fxpleratory Survey Conducted in 34 
Hospitals, entitled "The Interne Looks at the Arny*, 
and as made by the National Opinion Research Center.) 


“This report is based upon the results of personal interviews with 194 
internes in 34 hospitals all over the United States, during the first two 
weeks of August 1947. 


“The survey had three main purposes: 


"1. Teo determine the interne's plans and expectations 
for the future 


"2. To study the interne's attituies toward civilian 
medical practice 


*3. To stuly the thterne's knowledge and attitudes con- 
cerning the U. 3. Army Medical Corps, #1» 


snert “Two-thirds of the internes plan to continue training when their | 
interneship is over. Most of the others will enter private practice," #8 


anest"Hone of the internes studied mentions the Army aa an ideal career, 
and none is planning to enter the armed forces on completion of interneship®. 
SSSR aes 


#RetH® Phe feeling of social usefulness is mentioned by the majority as 
the chief gratification from the practice of medicine -< but there iz evi- 
dence that the nature of their work, their expectation of high financial 


returns and the prestige of the profession are equally compelling factors.* 
Htte® : 


atte® §“Thres-fourths of the internes have seen service in the arned 
forces, and two out of five have had firsthand experience with the Army 
Medical Corps. 


"Yet only about one interne in five has ever considered applying for a 
Army commission, and only one-tenth of this small group finally 
decided to do 80,” ##ttt 


aent# "But, by and large, the great majority of internes have a definite . 
aversion to Army life, and to a lesser degree, — have an unfavorable ime 
pression of Army medical practice. 
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TRUE CCPY EXTRACTS - Continued - (from Report of an Fxpleratery Survey Con- 
ducted in 34 Hospitals, entitled "The 
Interne looks at the Army", and as made 
by the National Opinion Research Center.) 


"The reason for this antipathy lies largely in the personal and pre- 
feasional regimentation which they feel must inevitably accompany any life 
in the Arny. 


"In contrast, they feel that civilian practice offers them personal 
freedom and a chance to practice as they wish,” #H+ 


tenet “Internes feel keenly their need for further training, and the 
Army is not regarded as a good place to get it. Whatever educational and 
training facilities there are in the Army should be well advertised. 


"Few internes seem aware that the Army treats dependents of soldiers, 
as well as the men themselves; and many internes complain that there is 
no variety of patients in the Army. Host, too, have a particular interest 
in some specialized field, and any opportunities for siotitslasreiveasioece should 
not be overlooked in — information." drt 


“eeet ©The shorter hours worked by Army dectors and the opportunities 
for travel are matters which do not seem worthy of much attention. Long 


hours do not seriously concern the interne, and the overwhelming majority 
are mich more interested te settling down than in traveling.” *HtHe# 
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TRUE COPY EXTRACT (Latter, Captain Emmett D, Hightower (MC), U. S, Navy 
—_— Gated 21 April 1948) 


wen "(a) Registration of all medical nen and women in the United 
States at a central agency for the Armed Forces, those who are not 
menbera of the Organised Reserve to be drafted and allocated to dif 
ferent services by the central agency as need for their services 
arises, This should sid in avoiding duplication and competition, The 
first, doctars to be called, should be obtained from thickly populated 
areas with an excessive number of physicians, Confidential files could 
be kept, not only of all specialists Se 
in each specialty for key appointments, “#0 


\ ; 
TRUE BXTAACT COPY (Ltr Cmdr Martin 7. Kackl§n (MO) USN, 4t4 12 May 48) 


Seeseens B."fhe failure of the Armed Services to obtain saximum utilisation 
of the Nation's medical resources during World War II may ve attributed to 
the failure of the Armed Forces, in peacetime, to exert strenuous efforts 
for the establishment of well organised and adequately trained Reserve KMed- 
ical Units, throughout the Bation, The lack of sufficient Units in nuxcber 
and of trained professional and enlisted persehnel to supplement the smell 
avelilable regular Kedicsl and Hoepital Corps resulted in; a) General diese 
affection of a large number of medical personnel in regard to the profess- 
fonal eervices rendered and what they were capable of accomplishing, under 
more efficient plaziiing and organization. b) Delayed and inadequate clase- 
ifieation and mobflization of availeble Medical resources, c) Malassignment 
and malemployment of officer and of enlisted specialists. d) Deficiency in 
number and the unavailability of small and/or large units for Replacement, 
Redeployment or emergency use as Evacuation or Auxiliary wept tek units. 


From the above it is obvious that Reserve Medical Corps Units, ad- 
equate in number and efficiently trained in peacetime are essential for the 
suteessful accomplishment of Medical Micsion in time of an emergenay. 


It is of general knowledge that there is a reluctance on the part 
of former members ef the Naval Medical Gorps t become meabers of the Naval 
Reserve and/or to organize Medical Units throughout the country. This re- 
‘luctance is not only manifested by former medical officers but also by former 
hospital cerpemen. 


Yrom personal contast with ciewiekene inthe prea area, I 

have learned that the main objection to becoming mexbers of the Reserve Med- 

ety Corps, and/or forming new medical units, is the failure on the part of 
‘the Bureau of Medicine and Surgery, to give some assurance that organised 


~<a — 


EMM conbeR | 


RESTRICTED 


| $RUR EXTRACT COPY (Ltr Ondr Martin ©. Neeklin (KC)USH, dtd 12 May 48, CONTINUED: » 


units would remain intsst, in the event of en energy. The general reply 
from individuals who are prospective candidates is, “why join or organize 

en efficient, well trained wiit — then in the event of an emergency the Burean 
would split us up end assign us to some other outfit (tincans, LSf*s, ete) 

as was done the last time, Whereas, if the unit remained intact as organized, 
trained and a *happy ship*, a geod job could be accomplished as a Nsvel 
Rospitel Steff, Bese Hospital, on a hospital ship, as an evacuation unit, 
with the Fleet Marine Fores, Auxiliary or Rebile Hespital ete.*. 


: dieses to say, there are argusente ia faver snd against the gen 
eral atti &S @xpressed above. However, I do think the Bureau should 


would be an incentive te menbers of county, @istrict and lecal Medial 5e8~ 
ieties, hospital staff members and physicians associated with teaching dap 
stitutions. Reserve exlisted personnes! complement may be procured fron 

» tusiness or high echoele, Youth Clube, Athletic and Secial Glubs 
affiliated with Church or other Fesponsitle organisations. With the coap- 
eration of established Havel Astivities the individuals weald waderge a 
, course of training and indoctrination from the Medical Officers of the Unit, 
ia the fundsmentels and eseentiels reenired of hospital sorpamen, 4 sancese- 
ful policy would assure a basic professional an4 military training program, 
which could be readily supplemented by advanced training ia accardance with 
the proposed disposition of the unit fa the event of an emergency. On asti~ 
Yation the officer complement would te supplemented by Medieal Specie) Corps 
personmel for Administrative, Gomsiseary, Fieual, Weintonsacs Duties, ete. 


_ Zhe classification and medilizction of medical aanpower for the 
Areed Soréees should be under the supervision and directioa of qualified 
Medical Officers of the Army and Bevy Reserve Medical Gorpe, wit the ae 
sanction and support of the reeognized city or county Medical Society; with- 
out reference to nor jerisdicticn of neighberkood, district er county draft 


Redieal Officers of the Reserve Cerps should be cegnisant of the 
quslifiecations ef saembers ef their prefeansion whe practices within er in near 
Wy communities; thay would ales have a working knowledge of the medical re- 
cuirementes fer the cenmmeunity; aad of the leeal heed thal staff requirements and 
quota fer maintaining and teaching ané clinical staffs ef leeal medical as 
schoels. fhis would sbviate the possibility of individuals being unnecessarfily 
declared essential te « community, Mikewles greating heepitals the perogative 
ef declaring an individeal as exeential te ite staff and finally, prevent 
deferrment of individuals due te their friendchip or association with a neuber 
or menbers of leeal draft beards or because of a lucrative asighberheed prac- 
ties. . : 


The elty or county Medien] Seeiety Classifications Board (HSCR) sheuld 
be eouprised of senloy members of the lecal Army and Havy Reserve Unite, the 
beard members would classify all eligible sediesn] manpewer according te 
_ their specialty, and the compiled list then submitted to the areca Procurement 
Offics. The individuals would be netified by the Preeurement Office for 
intergiew, physical examination, rank states in accordance with age, and 
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TRUE EXYRAC? COPY (Ltr Gedr Martin ®. Macklin (HC) USM dtd 12 May 48 CONTINUED 


e 
professional qualifications and disposition to the service of prefsrence,. 


‘ In the event of an emergency, the members of the Regular Medical 
Corps supplemented by the immediate mobilization of physicians who received 
their education under the ¥12 Training Program, should be assigned to 
emergency billets until such time Reserve Units are prepared and ready for 
activation, These officers should also be available as replacewent (pools) 
. fer independent duty sea billets or other assignments, the mergency demands, *#eee¢ 


Fixe, 2 
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 Retwest of Statements made by Brig Gen Robert C. Meee, | ‘MC, USA (Retired), 
ey Se Sn CRA eS on the Empleyment of Military Medical 


suue"Regarding the “Classifications and mobilisation of medical manpower 
for the Armed Forces," 

Lack of timely classification of medical manpower prior to admission to 
the Service was a disadvantage to the Medical Service in that insufficient 
personnel with special qualifications were not made available, or were given 


improper assigrments, Mobilization of medicalmanpower did not ‘therefore 
moot medical xequresents in the early stages of the wars 


What I have reference to there is the drafting of occupational specialists 


and assigning them before they were properly classified, or assigning them as. 
. @ Batter of necessity to combat units who did not need their special qualifica- 
‘ t1ons. ‘However, these units had to have their teplveges Mera gs 


according to the necessities of the service, and ve tad a difficult tine’ settthie 
those occupational. specialists out of there, the combat organisation inte the 
proper medinal organizations, I presume that other technical services had 
the sane difficulty. 


My suggestion for the correction of this is assign them, I think that could. 
be dome on the pre-induction examinations, Y Mitek Soak an 21d ove sale Sx Oh 
war, or maybe when they got well started on the draft, pre-induction examinations 
which were mostly physical. T dents knoe $0 ehhh axtne they desis wie bee 
tions--that is, the occupational qualifications—of mens However, I 
‘Shouid think that would be the latest tims we could get these men classified; 
and then when we did call them at a later date, one, or two, or three months 
later, no reexamination physically was required. I think wo had 1t up to within 
90 days, if 1 recalls tay Sas’ Sook 40 £41 ie cetera, Sst ER oT 


. @ la nentechnically-qualified 
Stain {4 would be worttandle fron the Service stantpotits enone 


I think that @ national registry of all physicians as licensed by State 
on Sereteey 2 ee practice of medicine and surgey is essential for use as 
@ basis for timely classification of medical men, particularly the specialists. 
Without he we eer ree ace & WeeRee SC Ay Se Ee eee On ee ee 
for the medical eatvice of the armed forcesy # © 


"Do you agree thet the axud services should rely on the AMA for evidence of 
Glassificeti on of medical, officers? 4047 AVAT® 


X think that the information furnished by the various saiebiataead. 
| asboclations, puch a8 the Aidy 8 invaluabled Oe ee 


monet wu wuld you propese doing to avoid the over-calling ui medical 
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| I propose timely and careful planning of the medical phases of the armed 
forces in the campaigns planned, together with a careful —- of the time 
element in the GaveLoyent ot LONSe pLanse 


-"De you favor an ogee’ reserve for all of ‘the services?* 


I do favor an organised reserve for the services, but 1 do not think 
that this organized reserve should include all technical personnel that they 
may requiree I think that the organised reserve is a valuable source of training 
for certain members of the profession, but all do not require it. 


"Do you favor affiliated units for all the services /* 


Yes, I think that affiliated units for the services is a bassaacicapsaed of 
- getting important units ready for mobilisatione 


"Do you think our present system of classification is ‘eaaeas Are there 
any improvements that you would recomnend?® ce 


I think the present system of classification is valuable. I haven't 
Shougnt of the mattwr enough to recommend any improvements 


"Is it advisable to assign all mserve medical officers to reserve medical 
units during peace? After experience of Werld War II, in your mind did break 
ing up of this assignment develop uncertainty in the medical officer's mind as to the ‘ 
value of our planning?" 


We have got to use the personnel to the best interests of the services, 

and I think that they will have to be reassigned as the conditions of the service 
> : , \ 
"What is your honest opinion about relying on organized medicine, say 

the AMA, to furnish medical officers for the services?" st 


What authority did — J think it was called the Committee on Procurencnt 
and Agsigrmént of Medical “fficers that was appo nted by AMA during the war <= 
_ what authority did they have in connection with the calling of the various 
physicians to the various branches? 


They aopointed very good mento do this work. For eunaphe, in Baltimore 
Dr. Maxsom was in charge of that, and when the Service Command was given a quota 

of medical officers, he inquired into the situation of the various medical 

officers who were needed to find out if they could be spared. When he found a man 
that would fill the requisition, he would put pressure on that man to join uw —~ 
with the service. If the manwas essential to the civil community, yet he had 
special qualifications that the Army particularly needed, he would arrange for a 
relief in the way of another civilian physician to take his place, and he hadnled it 
very tactfully and very well. So £ think that while he didn't have any great 
authority, he was able to put pressure on the younger medical officers by adq= 
vising them they were liable to be drafted if they didn't, and some of then were 
apes when they didn't follow through his advices 


So they have no particular legal authority, but I think they have oa great 


dedi of actual authoritys | RESTRICTED 7 72 
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Another question. If a national registry of physicians is established and 
_ ——- of physicians is affected through the Selective Service organisa- 
would the local boards be able te perform the function that you have just 
nan 8 aS having been done by the AMA representative in the different communities? 
Hot without a special provisions being made for thate 
Some medical representation on the local board? © 
That's correct, "att : 
AGL: Ge 

Colonsl, MO Sais 
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TRUE EXTRACT COPY: ( Extract of statements made by Colonel Thomas J, 
Hartford, MC, USA on 23 April 48 at interview 
with Subcomiittee on the Employment of Military . 
Medical Resources) 


wine Sa, Relative to classification and mobilisation of mdical 
manpower, I think that 14a the responsibility of the National Security 
Resources Board, and within that Board I believe there should be a 
group of civilian and military medical people to advise the Board on 
the classification and mobilization of medical. manpower, I believe 
that any mobilization of medical manpower should be preceded by a . 
classification of doctors within certain croups. 

In so far ag the allotment between the services, I think that 
should be on a National Defense level with representatives of each of 
the services sitting on a committee on that level, 


I don't want to make this disucssion too long, but I believe 

_ that some form of bringing to medical units by echelon is feasible, 
it's not as simple as some people would like to believe, and I am not 

naive enough to think that you can fly them to battle and back to the 
ZI as a matter of convenience to them whenever you are going to fight 
because -- I mean I think anybody thet has had any administrative 
experience realizes the complications and administrative impossibility 
of some of the things that have been advanced; but I do believe that 
some system of echelon is possible. In other words, a unit like a 
general hospital, that perhaps the chiefs of reins their call might 
be delayed, say, a week or so prior to POM, 


If you are talking about unit comenders, medical, they certainly 
have to be there with the unit, and you can't bring a commander in the 
last mimite or bring him in at the port. That's just ridiculous, I am . 
talking about purely professional people who are led in the tent and 
directed to the operating room and icin and coms back out of the 
tent and to the quarters acein,g . . 


If you are al iuk a Dads a. beoes becheisaaie aoabiniae or « 
battalion commander, or even an evacuation hospital commander, if he 
ds going to run that unit at ell, he has got to be with it. 


I belfeve within the services that certainly the respective 


surgeons ceneral should set up a board and determine or = 
certain —o that may not belong to this — group, HHHHt 


ae far ae 
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PRUE COPY EXTRACT OF INTERVIZW “ITH COL MARY G. PHILLIPS, ANC, 27 apr 1948 


eeveoee 4, “Our next big problem, I think, was in reeruiting. We feel, and have 
always felt, thet recruiting of nurses can be done most effectively by nurses; 
but, of course, wé have te have assistance through publicity, have funds to provide 
publicity, and get personnel whe can iaterpret our need te the nursing gsoups. 
Our greatest responsibility during World War II was obtained during the period 
that we had nurses assigned to precurezent. At the beginning of the mergency, 
the Red Gross was charged with the responsibility of providing reserves for the 
Aray. It was not organized for service on as large « scale as was found to be 
necessary; and, just as they were reaching the point when they could satisfac- 
torily accomplish their mission, the preeuresent snd assignment branch of the - 
War Manpewer Aésinistration was set uw. 


Hew, one of our problems as far as that organisation was concerned 
was the fact that they declared many young graduates essential. We had hoped 
they would allew us to go out and recruit unrestrictedly from the 1945 class, 

I think it was, but they declared many of those people essential. So it limit- 
ed our procurement. We had agreed that people who had special preparation and 
were needed in schoele of mursing in teaching programs and supervisory positions 
were essential, but we couldn't understand how these young graduates would be as 
essential. Ho firm pregram as to our military needs could be announced. Our ine 
ability to keep the aursing prefeesion informed as to our neede resulted in an 
inadequate response. If we could have said te the mursing grow that we needed 
six nurses per thousand troops and held to that goal to work toward, we felt that 
our precurement program wouldn't have met the obstacles and opposition that it 
@id. I think we were first authorised to precure 4,000 nurses. That was in the 
early part of the emergency, Then, I believe, it was 6,000 and later 8,000. I 
know that, at ome time during sy tour in the office, requirements were set at 
50,000 eut te 40,000, and later changed to 50,000, and a draft proposed. This 
change in requirements caused confused thinking regarding the Army'. needs among 
the civilian aursing groups who epposed the draft. We all felt that our needs 
eould have been more easily met if we could have been fair anc open with the 
civilian nursing gmaps who were trying to plan fer the neeis of the Army and 
civilinas. 


- BRIGADIER GEN-HAL MARTIN: You expressed your satisfaction with the 
Grafting of nurses. In the event that the drafting of doctors is made a matter 
ef law, would you agree that the drafting of nurses would be scuitableT 


COLONEL, PHILLIPS: J don't think 2] mentioned drafting of nurses any- 
where, General Martin, Ses 


WRIGADIER GEYERAL MARTIN: JI remember thet you did. 


COLONEL PRILLIP3; The reason it created that impression was that the 
nureing profession felt there was aot just a shoriage of nurses; there was a saort- 
age ec: other personnel in hospitals, and the purses were takiug up the slack in 
other positions that womanpewer should be drafted for. If they draft womea:- - 


BRIGADIZR GEWSRAL MaBTId: I am asking you a particular que:tion. If 
they draft all docters, would you agree that it would be equitadle to draft 
Rurses? 


COLOKRL PiLLLIPS: I thiak J mould say sunt we aad to have that pro- 
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TRUE BXFRACT COPY OF INTERVIZW WITH COL MARY G. PHILLIPS, ANC, 27 Apr 49. CONTINUED 


vicion in case we couldn't get them any other way, inatead of going back later on 
for legislation. I had suggested that it be included in the draft machinery there 
in case we needed it. 


BRIGADIER GEN RAL MARTIN: What is the present status for wartize pre- 
eurement of nurses as far ac the Surgeon General's Office is organized at the 
present time? 


COLONEL PHILLIPS: At the present tine, we are working on our reserve 
to build uw our reserve of 29,000 nurses which will be of a larger nucleus than 
before, We think that, if we have | that group and ean be fair with the nursing 
orefession as to our needs, we won't have the @ifficulty that we experienced be- . 
fore. You see, we had to depend on the Red Cross. The Red Crores just kept a list 
of qualified nurses for us. When we ssked those people to come, their joining 
the Red Cross diin't mean they were going to be available. Many were overage and 
many decided they didn't want active duty. If we build up a reserve like the male 
officers’ reserve, if they join the reserve, they have indicated their desire to 
come on active duty, during an emergency and have a good group to come up with. 


COLONEL POHL: How promising does it look at present? 


COLONEL PHILLIPS: We are just gething a good start on it. There is a 
precarement division set up in the personnel division, and we have, at the present 
time, four nurses assigned. We have two civilian coneultents who are helping us. 
with our publicity programs. Gne of them is also taking ever the medical depart- 
ment program mow. We have about, I think, 5000 signed up in the reserve. 1 read 
some reports this morning. Ye have one of the consultants on a trip now following 
up our program, and it is interesting to see that, in some areas, she feels there 
isn't tee much enthusiasaz for the program except within that area te get personnel 
for themselves. There is misunderstanding anong the civilians and opposition from 
the hospitals because of the fear that we are going to take the people from then. 
When we can get out and explain what the purposes of the program are, it changes 
their attitude. 


BRIGADIER GEN RAL MARTIN: Are you experiencing any coupetition — the 
Navy or other federal nursing services? ; 


COLONEL PHILLIPS: 1 don’t think so. I haven't talked with Capt. DeWitt. 
I think they are having the same difficalty we are. 


BRIGADIER GEN<RAL MARTIN: Yo what extent can the partially phy sically 
handicapped nurse render service, especially in hospitals ef the sone of interior 
during the war? 


COLONEL PHILLIPS: With the limited numbers that we have for staffing, 
I would be reluctant to take people on whe were not able-beiied personnel. low, 
those with poorer syssight might be kept on limited service back here, but cer 
tainly a murse has to have full use of her arms and legs; she has to hear well; 
and, if she is not physically fit, she becomes an added ne to us because she is 


hospitalized, *esesee9 
aes hinece 
(RESTRICTED =e 


RECORD. + 


RESTRICTED 


BXTRACT OF SiaTSHENTS MADE BY CAPT. &. RB, “ERING, JR., (MC) USN ON 22 APRIL 1948 
AT INTERVIEW WITH SUBCOKMIT?RE ON THE EMPLOYMNT OF MILITARY MEDIGAL RESOURCES, 


eecosonsesese 4, OA Hational Registry of all Physicians as licensed by State or 
ferritory for the Practice of Hedicine and Surgery. Along that lime, as it 
affects me in my employment in the service right now on the job I have, this Reg- 
istry would certainly serve a great purpese., For instance, if we were mobilized | 
immediately, I want to have bask vith me in this particular employment of amphib- 
ious warfare some of the officers whe I know have had experience along that line 
and whe would be qualified to act in some of these billete. And therefere, a 
National Registry with their qualifications and background would certainly seen 
to me to be essential. I feel we should not lese track, especially of these off=- 
isers who served in the last war and who were epinecis and who can R eoocapl iam 

or hold certain positions, *#evesseese as 


Hes, ge Sete Xe es 


@RUE COPY EXERACT (Letter, Brig. Gen. George R. cansalbeai, BC, Air Force, 
dated 7 Bay ise)” 


eee “Dental manpower in a future emergency should be classified by the 
‘dental profession of each State according te military and civilian needs. 

Military Committees of State Dental Societies shewld be appointed and thay 

should adviee locel Selective Service Boards as te the dental needs of each 
comunity, Dentists selected for service, or exempted from service, by 
local beards should be cleared through the State Seciety Military Committee. 

It ie my opinion that physically cualified dentists whe have not passed 

the fortieth anniversary of their birthday should be considered as eligible 

for active duty in the Dental Corps in am emergency. This State Society 

Committee should algo be concerned with the specialist qualifications of 

dentists in their Stete and determine those available for ailitary duty 

ami those whe should remain in civilian life,"##e 


Le Ke Pohl, 1, x 
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EXTRACT OF STATEMENTS MADE BY COLONFL OSCAR S. REEDER, MC, USA, on 15 April 1948 
AT INTERVIFW WITH SUBCOMMITTEE ON THE EMPLOYMENT OF MILITARY MEDICAL RESOURCES. 


*I think doctors should be imbued with the idea that they have prefessional 
responsibilities to fulfill whether in uniform or not. I think maximum use 
should be made by the armed forces of professional services in varicus lecalities. 
This may lessen the number of doctors required in the armed forces and result 
in a more equitable distribution between armed forces and. the civilian popula- 
tion. It applies particularly to specialists. They might utilize the services 
ef specialists in a particular area.**+# Certification by American Specialty 
Boards should not be the only criteria by which specialists are selected. 
Specialty Boards are relatively young and therefore they exclude a large group 
ef doctors cf over ten years experience who never have a chance of becoming 
certified by a Specialty Beard. I think that screening boards should be set 
up in peacetime to categorize all doctors in the U. S. according to age, phy- 
sical condition and prefessional qualifications. 


sanee "3, Yes, but I think some military personnel should be members cf the — 


"4. I believe that the Selection Board that we have spoken about would 
be the agency to mke the decision based on overall strength of the services 
and each service should be allocated an appropriate number and that would in- 
clude the Public Health Service, along with Army, Navy and Air Force, *##1s" 


annwe 6, Yes. I am particularly in favor of affiliated units but formed and 
utilized early in theatres so that when the pressure gets greater they can be 
spread out te other units and other wits can utilize their war experience. 
7, I would only form up the basic wit of the hospital and allow other 
people to remain on-the-job training wmtil they ore needed.“ *t#H 


eeent ®12, I think they should be promoted on the basis of professional ad- 
vyaneement during peace ."#### 


sunne ®(C) YI would categorise professional personnel as to age, physical 
condition and prefessional qualifications by a combined civilian and military 
medical board. That Board could determine the overall requirements for the 
military service including Army, Navy, Air Force, Public Health, Veterans 
Administration, and civilian medical service.” #### 


sauna" (w) 78, I do not favor any reduction in physical standards for accept- 
ance of commissions mainly because of the present lbss in force regarding 
retirements. If the léwse could be changed suitably I believe the physical 
standards could be lowered as far as doctors are concerned .“##eHt 


eo e heel Colonel, MC 
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TRUE EXTRACT CORY (letter from Capt. Warwick T, Brom, (MC), USN : 
| dated 20 April 19,8) : 


went = =8@a, Classification and mobilization of medical manpower 
for the Armed Forces. e 


For wartime mobilization and classification «+ no coement. 
For the long haul procurement of medical officers for the armed 
services, it is suggested that medical school acholarships be ‘ 
offered in connection with the ROTC programs in the various colleges, 
The period of obligated service to be at leest equal to the time 
spent in medical school, *r hit 


'® @ 
Colonel, US Arny 


i XA gr. Merwe "Reesel XN. Raed heya 
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PY (Ltr from Dr. Wa.C. Menninger, Topeka, Kaneas, 22 Apr 48) 


eesesee 3, 8If we came to an emergency at the present tine we again would be 
short of certain extreuely important specialists. I speak with special atten- 
tion to neuropsychiatrists. The military must have prepared ways and means 
for training many of the younger men who would come into the army at the ASTP 
level in this field. Therefore, we must have schools of a minimus of three 
monthe duration to previde this training, *+s+¢ 


LEG a 


SRUE_CORY BETRACE (Ltr Rear Adm F.L. Conklin (MG) USN, 27 Apr 48) 


(eeeves, 41) Medical Officers should be classified as to prefessional and 
administrative ability, and be mobilized from a pool.*995*** 


Ab Seek, Coloned, NC 
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met "I feel definitely that all medical pergonnel should be classified 
and that the classification must come from a reputable source such as 

the Aserican Medical Assceiation, >ecause my experience has been that you 
cannot rely on indivitual questionnaires, The average doctor tends te 
overestinate his experience in certain fields, or he will enter his supe 
posed ability in certain fields because cf the fact he feela that this 
questionnaire may temper the type of essignment he is going to gets 


"The doctor should ve classified ly an overwall at leant reason. 
' ably Lepartial egency, 


“The Surgeon General's Office very definitely should do that for 
people who have military records, There are thousands of doctors that 
the Surgeen General's office has no knowledge of and he couldn't poge 
‘sibly classify. Iwas thinking of sedical manpower as a whole, country 


"If the Surgeon General's office could cet an accurate appraisal 
cf the professional experience of the medical manpower, then I think the 
Surgeon Gencral should make this classificationg ‘mt he is not going te 
- get it fraa the individual doctor, Me will bave to get it from an agenay 

like the AMA, and then superimpose a add to thet for the necessary 
classification that he sees fit, 


“Ae far as ¢ national registry of all practicing physicians, dentiste, 
veterinarians, and what not, I consider it necessary and an imsediate need, 
Z can't conasive of intelligent use of professional talent until there is 
@ registry of thease individuals, Regardless of how that talent may be 
called cr the cemposition of the various »cards, someone must know whe 
these peeple are, where they are, and all about them professionally and 
militarily, And since it hasn't already been started, I think it should 
be started at the earliest possible moment, 


"All I can say aout Selective Service, about whieh I knew very 
little, is that whatever ayeten is used to handle it, Selective Service 
should have a medical staff agenay incorporated inte it, and it should 
certainly have auple civilian representation, I doen't know whether it 
should have a civilian head, or not, but it should have civilian repree 
sentation, because 1% ties in with civilian doctore,"ssene 


(a) cont'd 1, 
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wit “Ho, 5, Yes, if, I do favor an organised reserve for all the 
services, providing the reserve people, particularly from the wedical 
angle, can be assured that it will be worth while to be a member of the 
reserve corps, If they can ve assured that their intersst in joining 

the reserve will result in at loast cqual consideration at the tine of 
mobilisation rather than the advaniace apparently at least going te the 
hold~out, te the man who plays hardeto-catch, then I am in favor of a 
rescrve, and our reserve ig not coiling to be successful medically speake 
ing until something can be put in writing and there can be a reasonable 
guarantee of its being fulfilledg that your being a reserve offices 

shows that you have done this in good faith, and we will protest your 
intarest, and we wa't take this man who is not interested in the rescve 
and promote him over you coe bring him in at a hicher grade than that which 
you have just because he is playing hardeto-get and we need him at the 
noment. ae 


"No, 6(A), I feel that affiliated unites for all services are a 
fine thing for imsediate stages of mobil imation. I don't believe these 
unite can, under the present circuastances, se given auch training, but 
they are saath ng, They are a stopgape one are a beginning for any . 
emargency that bappons in the interior, and they certainly are a readily~ 
available untt for dispateh te an cvers.:as theater, 


"The big arguments presented avainst them that you can't maintein 
the integrity of the unit in particular-ewthat is the ehief argument 
isn't as serious as it sounds because on the face of 4+ individual members 
of the units don't present any serious objeeticn te being transferred cut 
providing they can vet a position of greater responsibility or get a pro- 
motion from ite 


"In answer to question 7, this has been partly; answered by avoid- 
‘ing an improper calleup of medical officora, We should avoid calling medie 
eal officers until we need them, This ean be done partly by a imowledge 
of when we are going te need thom and partly by a proposed plan of echelen 
wedicaletype units inte the traning phases, so that we don't put the prow 
fessional people inte thoge units until just before the unite are going 
te be utilised, 


“We can co through part of the activation phase of a medical mit 
with a minimus number of doctors and then add the dootors, particularly 
the highly-qualified professional members of the team, only at the tine 
wat Calta tisaalape incase dicts R 


GORDE 
Leh it 
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SLone. rede prectervelt, Mig Ue es on 22 April 13 at interview 
Ltn Subcom t eo of wi! I Pits BOUrC eB 


wate "(M) 5S, I tivink some of the ee that should be taken now to orce. 
vent some of these mistakes would be first of all this classification 

of doctors nationwide; secondl,, a development of an eciielon=type of mild- 
in> up, an echelon method of yulldin: up a unit so thet the professicnal 
@laants of the unit wouldn't be called in until they were ;cing to be 
needed; and even with this provision that the professional pecple be kept 
ousy Uy -@ins put wiere they can be used and not be allowed to hang around 
inactive units, “sre 


"(H) 13. That is diffiewt to angwa’ in view of the present feele 
in? of the Surceon General, ow Surzeon General, that people should be 
given rank cased upon their lencth cf medical experience, The, are talke 
ing and ace actually presently inte-rating people direct from civilim 
life and giving t:a@ an advanced rank merely because they have been out 
of medical school for a certain time, and they are doing that to the detrie 
ment of people wio are actually i: the service, IT don't approve of it 
personally, out that is entirely my porscmal opinion, It dees not represent 
the opinion of the front offlee, "Hie ‘ 


"(w) 15. I see no chjoction to subseidising medical students any 
nore than tiere is cbjection to subsidiging studenta at tiest Point and 
Annapolis. There dvuesn't seen to be any stigma attached to a graduate 
of ¥est Point or Annapolis, and he has been subsidised for hia college~ 
type training and ¢:ierefare I don't see why there should be any stisgns 
attached to subsidizing a wan for ois prcfessional education, It's a 
new thought. It's very controversial, and I dun't know what it's leading 
to, but I personally see no objection to it. 


"(if) 16. In view of the shortace of doctors and medical officers, 
if we are coinz te prevent sce cf tiese potential doctors fran becoming 
decsteors by dratting them befare they graduate, I think we then should 
justify taking sone : ROAS UTES that will exempt then from being drafted 
while they ave continuing toeilr nedical education, If that involves 
commissioning thea as second lie:tenants in tha WSC, I an in favor of 
it, Iam in favor of sasthing to keep potential decturs from doing 
interrupted in their atudies, I don't tink it should be carried too 
far, I don't think it should >be carciad to oremedical students or to a 
degtee that would encouwrae people to <o into the study of medicine purely 
from avoidin: being drafted, ‘ut I think once a man s!:oNs that ho intends 
te ae inte the Study of medicine, then 5e should be permitted to continue 
that study, 


"(M) 18, I do favor a reducticn in the physical standards because 
we have to use mere men tian we have in the 703 be Cur manpower can't be 
stretched any furtner, ani we have to adapt the jobs to the people or adapt 
our standards to the shysical limitation cf the people we have in tits 
_ country, "Heres pe eee 
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THU EXTRACT GOPY OF INTERVIRW WITH COL NHL VIRGIL CORNWELL, KO, USA, 30 April 1948 


esenneee,, “Under item (a), "Classification and mobilisation of medical manpewer 
for the Armed Forces"; Firat, classification showld mot be overdone; the need for 
basic medical officers is too great. Second, the preliminary paycholegical baild- 
up for all medical men is needed to induce them to accept that fact. It will re- 
duce the difficulties discussed under (1). Register all medical personnel, includ- 
ing affiliated ssits, in omies to svoid weak and strong units. That is, we have 
found, and ] aw emre everyone realises, some units with a lot of good men in, other 
anits with very eeak spots. 


Next, require the ign grades, perticulariy in affiliated unite, to ac- 
quire some elements of basic military training as preparation. foo many tines the 
senier professional officers did not have enough acquaintance with military proced~ 
ure and staff work. 


It is presumed that resters of all medical spocialiste and allied sciences 
are available. If not, they chould be carded. Parenthetically, just before the 
last war, we worked on the roster of the artists and photographers of the country 
through their national societies, and it was only by that that we had available 
these people of the medical arts units, knowing their family situ.tion, their age, 
their capabilities, and so on; and I believe much information can de geined by the 
people they are working with now while there is time and know what those people are 
Capable of if we need them. That, of course, has been werked on from the angle 
of physicists; I think it should be carried inte ail of our subdivisions euch. as 
we were spesking of, bactericlogists, and-se on. 


Choose representatives for medical school details with a view ® their 
personality and salesmanship. foo oftem a man is sent to a school beeause it 
was his school and he is a little tired, perhaps, of professional work and would 
like to teach somewhere. I think thet is one of our soet important sources of officer 


KRAR ADMIRAL ANDERSON - OFF THE iECORD 


COLONEL CORNELL: I think it's one of our sourtes of our best material 
and our incoming materiel. In other words, the impression made'on the young uen 
in medical sehool by the BHS¢<T's is most important to our acquisition of good men. 
Along that same line, send some of our keen young men to such schools fer poste 
graduate work as examles to the undergraduats bedy. 


Bnesurage religions objectors to prepare as medical asstttants; for in- 
stance, the Seventh Day Aventists. Recently one of my former sergeants, who is 
new dean of men at one of their schools, wrote and asked if they could arrange with 
the Surgeon General to substitute first sid and medical work fer firing and rifle 
drill. I think that eort of thing should be — becouse they make good soldiers 
and some of them good officers. 


Register all medics] and premedical students and graduates in separate 
files as a source of material eso that we ean know that is coming along in the way 
of officer material, I think that should be carried further than the Adjutant 
General's office. It should be carried on so that the Surgeon General's office 
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Preliminary mobilization in separate camps for basic training, probably 
sectional camps, and then acsign to training centers according to units for special 
training, but aot too many units in one place for the training facilities. 


: I would like to expand that just a little, I had a large laboratory 
unit. <All the laberatery units were at Fort Sam Houston for training. There weren't 
enough facilities there to train all laboratory personnel in their specialty. We 
Gould do our basic training, but it wasn’t until just two weeks before we were 
alerted that we sanaged to get a emall laboratory building that we might send our 
men in te do laboratory work. 


Secreem Medical men ax well as to their basis ef training and previous 
experience before assignment te unites. 


I might quote there. I have talked with one of my assistants who was a 
division surgeon in the South Pacific and he etated that when they received their 
officers from Garlisle they came in all the way from B to Z, or something like that, 
anf ¥ to H were sent to general hospitals, of something, Consequently they got 
@pecialists and they got meh vho weren't suited to frontline duty, and that lost 
them after awhSle because when that was realised they were pulled out and sent beek - 
to ether units; so time was wasted and training time was wasted, "#ss8eces 


ECE asia 


Le K. FO COLOKEL, ve 
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THUE COPY EXTRACT OF INTERVIEW WITH RAR ADMIRAL MORTON DB, WILLGUFTS (uC )USH 
O8 4 NAY 1948, 


eeaces® 4, "REAR ADMIRAL ANDERSON: Follewing thie outline, could you offer 
comment on what you feel might have been some deficiencies which might be 
improved in case of another war? For instance, beginning with *{a) Class- 
ification and mobilization of medical manpower Hr the Araed Forces", do you 
have any suggestions te offer about clascifying and mobilising dectors, uneses 
and other members cof the medical services? 


I might sey, te give you some insight into what the committee has 
been discussing, that we feel that the classification ef medBcal officers 
should be uniform in the three Services ~ Army Havy and AirFores - in order 
ta facilitate the procurement, which preperly, we think, should be a joint 
precedure. For instance, if in the draft ail doctors are registered and if 
then they could be classified, obtaining the necessary information on spsciale 
ty. age, dependents, cogetency in the specialty - if that classification could 
be uniform for the three Services it would facilitate the procurement of per 
sonnel. We feel that an accurate classification is necessary for intelligent 
. assignment. 


-- RAR ADMIRAL WILLCUPTSS: But by eclassifie:tion you don't mean ‘ 
n@ @ssarily jeb ansiysis. i think the Navy will require mediczel personnel, 
Just as the Airforce wil! and just ae the Army will. 


By classification de I understand you to mean to classify | these 
doctors ae general practitioners, as surgeons, and so on? 


REAR ADMIRAL ANDERSON; That's right. 


REAR ADMIRAL WILLCUPTS: For hospital work of couree f think that 
could be done, but in the field I don’t knew. Job analysis - filling the Navy 
billete += I think definitely will be distinctive from the sister Services to 
a degree. | mean, after all, submarines amd gpecial weapons thet we all hear 
about will involve specialized medicine distinctive to the Army, “avy and Air 
Force, 


RZAR ADMIRAL ANDERBOR: As a basis of medical personnel supply,» 
woald you consider it logical to have a basic classification upen which each | 
of the Services could then act in supplying further training, or, in in- 
dividual cases, take the officers «ho are considered qualified sufficiently 
for assignment without training? 


REAR ADMIRAL WILICUTTS: It is difficult to make a general statement 
unless we know what the pattern of the next war that we fear and anticipate 
will be, We know it will be total war and will involve civil defense. There, 
again, you have specialized weapons, I think, definitely, classification 
must include not only the needs of the Services but keeping in mind always 
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RUB COPY EXTRACT OF INPERVIRY WITH RSAR ADMIRAL MORTON D, WILLCUTTS (MC) UST 
O° 4 May 1948, & CONTINUED: 


_ here comes in any Service « matter of esprit de corns, of choice. 
Our doctors are medical officere, and I don’t believe they mn be regicente 
or classified into a commodity, may I say, like perhaps our fighting forces, 
our enlisted personnel. 


Ye have in our Navy 14,005 reserve medical officers, which, should 
they all come back - and moet are svailable to come back; a fev are getting 
into the 50s - wonld serve our needs for a trexendouse Wavy, for a 4,900,000 
man Navy. But ean you think of a 4,000,000 man Navy in the next few years? 
Ho} We have now a Navy that is the biggest in the world, with a half silli~ 
ion people, — 


What are you going to do with cur naval reserve officer who likes 
the Navy? They like the Havy better than the Army or Air Force, or they 
wouldn't have been in the Havy, just as you people have adherence te the Armed 
Forces ~ to the other groups, the Army and Air Force. 


if I may explain that more, the Army, ac I understand it, if I may 
speek on the Army as I zet it, had the Bulk of the Army based upon 4 group 
@lassed as AUS, Army of the US. And upon demobilization that group went 
home. The doctors demobilized separately and did not constitute an Army 


@eerve. 
in I right on thet} 
COLONEL POHL: I believe that is correct, sir. 
_ BRIGADIER GENMRAL MARTIN; I would say the bulk did not join the 
serve, : 


REAR SDMIRAL WILLOUTT&S$ You demobilized and they were separated. 
Qur people didn ¢ do that. They went right on into the Reserves. We have 
ectablished a very close contact with that group, thet 14,000 and we have 
thes in great divisions throughout the country. Ve have 280 divisions fer 
MeDay; end 240 divicions will have 75 decters per division. We hope to 
have 18,000; at the present time we have 14,000. , 


How to classify these doctors all in one, big pool would demoralize 
our Reserve, I think, because the Reserves are peculerly Naval in ehoice. 
I would hate to see them ali thrown into one, great American backlog of 
medicel power and say that we had 14,909 dectors. In t e last war we had 
those 14,000 dectors in the Havy, and you had 60,000 in the Army. I would 
hate to see them messed uo in one, big pool. 


We are active in our Naval Heserve. Fortunately we did not dee 
mobilize as you did. You didn't have the same set-up. You had the AS. 
in the same manner we have more reguler doctors than the Army. I tink 
the Army has something like 1,200 dostors; we have clese to 1,500 and 100 
in the process of coming in. We will have 1,600 in a few weeks. We know 
we will have 1,600. That is odd when you think the Army is ordinarily. 
three times the size of the Navy, But it Sell lel ge gah ena to analyse 
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The Army during the war went AUS rather than Regular or serve. 
he Navy maintained an active roecurcment and enrollment into the Regulars 
all through the war, so that we obtained 1,000 Regular doctors during the 
war. I don't believes the Army had ever 100, I aw told, roughly that, not 
on any Competitive basis, nor any reason like that, for that was not the 
echeme of the Army. Ye had, I would say, an input of 1,000 Regular doctors 
during the war; in other words, we ment to 2,000 Regular decters. 


’ ‘RRAR ADMIRAL ANDERSON: As the Subcommittee has been eather | thie 
subject of classifiextion, it has not been our idea that classifiec:tion wuld 
' wean a redistribution ef medical officers, As J understend the tex, it re- 
fers to a record in.the Office of the Ghief of the Bureau of Hedicine and 
Surgery for cach member of the reyerwe and seach regular offic-r,. 


REAR ADMIRAL WILLCUTTS: ‘That's what we havenow. 


REAR ADMIRAL ANDERSON: That will indieste what his qualificetions 
are, eo that when he is mobilised he can be intelligently secigned. 


REAR ADMIRAL WILLCUTTS: Surely, if you classify thes per force. 
Our 14,000 are classified net only dy nase and addrese bat aleo by profess- 
fons] tarde that are kept up. 


R2AR ADMIRAL ANDERSON: Yo go to the matter of mobilization, as I 
understand it the Havy at the present tine is in a position where in case of 
mobilisation the requiresentse for nedical officers could be filled from our 
Reserves. 


REAR ADMIRAL WILLCUTTS: That's right - our Reserves plus recently 
re-aigned Heserves vho have never served actively in the corps. 


- ~RRAR ADMIRAL ANDERSON: Bo you fheve any comment about procure- 
gent of medical officers through the selective service draft? 


ROAR ADMIRAL WILLCUTTS: Dering the hecring it was brought out 
that never has a docter been drafted in the recent history of America. They 
weren't sure About the Revolutionary phase, The statement was made and 
accepted that doctors are never drafted, and that I believe is the feéling 
ef the American Medical Associstion and ergomised civil medicine. I think 
the doctors will be the gery first to come forward, should we get into a 
trae national emergeney; and to draft them will really not be necessary. If 
think the mere registration will bring forth all that we aged in the Navy. 


REAR ADMIRAL ANDERSON; There is another feature that should be 
considered in connection with the drafting of medical officers - I would like 
to have your idea - and that is that tith new methods of warfare, atomic 
bombs or other methods of warfsre, the demands of the elivilian pe@pulation for 
doctors will be grentery than it wac during the last wars As one can visuelisze 
in case of atteek by air, theneed for doctors in civilian life might te very 
mech greater than it wae during the last war when no such attack occurred. 
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TRUE COPY EXPRACT OF IWTERVIEY WITH REAR ADMIRAL MORTON D, WILLCUTTS (MC) USM, 4 May 48 


Wy conception of the draft is that it would previde a means of calling doctors 
inte the service in an orderly manner, ‘The draft would be administered by the lecal 
Beard, which would be in contact with the lecal situation; and dectors selected could 
be selected for the service on the basis of the ability of the commpnity to spare then. 


REAR ADMIRAL WILLCUT?S: I don't quite follow you. Firat you don't draft 
an officer, and then you would have these doctors drafted. These doctors wuld be 
. officers. The mechanics of drafting a medical doctor would be to make him an enlist- 
@d man, because that is what a draft does, Well, I-ean't conceive of any of our deo 


REAR ADMIRAL ANDERSOR;: That would be true of the draft bill under consider 
ation nov, would it act? 


H&AR ADMIRAL WILLCUTTS: Se. ‘the draft bill will provide for the preeure- 
ment of dectors to meet the services’ aseds from age 45 down. If they are drafted, 
they will be drafted as apprentice seamen in the Hary. But they will be registered 
and will come in aad be ectivated inte their efficer commission according to rank, 
and 80 on. 


REAR ADMIRAL ANDERSON: That is the idea I was trying to make clear - that 
it is necessary through some agency to have a Wational Registry whieh will indicate 
whet medical nuanpower we have, so that thst portion ef it that is needed by the nil- 
itary services can be selected without upsetting the dectere remaining for work in 
the civilian conmani ty. . 


BEAR ADMIRAL WEILLCUTTS: I have been in close eontest and in committee with 
eiv‘iian medicine, with the Committee on Naticnal Eeergency Medical Services, and they 
make a very definite statement in that Civil Befenee that in the eivilian economy 
teday the dedtors run abot 1 to 750, Fhey said is this committee that they feel 
that they neod thet many doctors. They had a horror of going back to 1 to 1,500$, as 
they claim it was during World Yar II. A wery happy average, they thought, was 
arcuad 2 to 1,200. The Seeretary stated 1 te 1,250, But the members ef the counittes 

% like it. fhe Seerctary wes very earnest. Dr. Mieling gave it « let of 
tho@ght, and he thought 1 to 1,286 would do, So we will heave te have one grand 
Glaseified job eo that we in the military do not agein take te many doctors and se 
that Givil Defense doesn’t bold too many of than, 


REAR ADEIRAL ABDERSOY: Gould you give us am idea as to whether sufficient 
medical officers could be obtained for the Serviees if in civilian life they would 
retain doctors at the rate cf 1 te 12867 


REAR AUMIRAL WILLCUPTS: I think vo, I thimk 1% could be done, and today 


without great dictrubanee of the medical situation beesuse ao many young decters 
ave still engaged in post graduate work and have yet to establich themselves as 
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practicing physicians. Our greatest pool woald be these youngeter who have not yet 
become fixed in the community. And, I don't believe the communities are suffering 
teo much at the moment. Gertsinly there are enough doctors, if they were distrite- 
ted properly. Some doctors are denied hospitals because they went clinical medicine 
on the level of their teaching. They don’t want to go out and be the coneral \ Tate 
titioner, saddle-bag doctor of the old days. {| believe if the rural —or had 
medical facilities we would have plenty of doctors in America, 


BEAR ADMIRAL ANDERSON: % you feel that the medical services had too many 
dosters during the last war? 


REAR ADMIRAL WILLCUTTS: I do not think eo - definitely 1 do not think so. 
The Navy at the peak lead had 14,000 roughiy. And at tht time we had in the Navy and 
in our Marine Corps over 4,000,900 perseunel, which gives s ratio of something over 
$ per 1,000. ‘The law provided us with a formula of 6-1/2 per 1,000. ‘True, in the 
Pacific, as I am sure Adsiral Anderson will bear out in the fleet, I would go visit 
alittle shi¢, un LST with, say, 3 or 4 dectes aboard and nobedy sick. These doctors 
were chafing at the bitt, wanting to (o something, and yet they friled to appreciate 
the Naval need for these dcetors on thet LST had the enemy been more powerful. We did 
mot know tht Japan was folding up se rapidly; we didn't know that Germany was going 
te fold. What if the Palge hed succeeded? ¥hat if ee had to invade dapan? Ye wuld 
have been yelling for those docters. 


You have definitely got te have more personnel than you actually need if 
you are going to win a quick war, fy having th«se doctors, by having this strength, 
aot only doctors but ail clasees of American manpower, we overwhelmed the smeay 
rapidly and saved many, many man hours of medicine, I think. 


REAR ADMIRAL ANDERSON: Are there any other questions that occur to either 
of you pecple in connection with this subject - classifiecction and mobilisation? *eseee 
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ABBTRACTED FROM PEHSORAL LETEPER TO COL, LK. POHL, = FROM COL. 3. BRRGQUIST, KC, 
DATED 19 May 1948, 


4 e 


seseseess 4, In handling the Reserve program, it is imperative tiat the former 
mistake of penalizing Reserve officers ty early ¢alls to active duty, and then 
promoting non-Reserve Givilian doctors at a faster rate, or commissioning then 
in higher grades, be abandoned. In order to stimulate interest of the Reserves, 
the active duty tours should consict of wery pleasant indoctrination, including 
eecktail parties, airplane rides, and cordial reception by all conserned, in- 
eluding Line officers. Ho attempt should be made to eecupy thelr time with dry 
lectures about field sanitation, paper work, ete. They should not be wade to 
domonotencus physical examinations for two-week~periods, or other menial jobs. 
They should look forward to the two-week period ae a vacation with pay, and 
should be allowed to have their wives and girl-friends in close attendance, if 
desired, 


Phe Medical officers in — of the Eeserve program should te select- 
ed for their enthusiasm, integrity, and professional attainments. The old system 
of putting a man on Reserve duty to get rid of him, should be abolished, Reserve 
efficers should be included the year round at the regular Officers Club, and should 
be encouraged to socially participate in Club affairs, 


fhe ROTC system in Medical schools should be abolished, and medical 
atudents should be put in the Medical Services Reserve Corps, end treated like 
other college graduates, as Reserves on active duty, for which they can now be paid. 
fhe Navy has long since recognized this fact. 


Another unfavorable policy which discouraged our Military doctors is 
ene which would not allew qualified men, at station hospital level, to render sed- 
ieal care of a type of which they were capable, and which, in civilian life, weuld 
have been considered commonpliece, Patting a mediocre san in a gencral hospital 
does not make him more qualified than so swperior man in a atation hospital. The 
Medical Service should not be by inflexible policy direction, but by clese super 
vision of competent hospital commanders, *#etteesee 
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TuE COPY wcrmAot (from address of Major General Albert ¥. Kenner, MC, USA, 
13 May 1948) 


*eee¢ MAJOR GENERAL KEWNER; In answer to this first question -- classifica 
tion and mobilisation of medical manpower for the Armed Forees — it should 
be done by coordination with the civilian agencies, either through the AMA 

or local medical societies, the Surgeon General to list dectors with their 
respective MOS and establish rank accordingly. Obviously the only way to 
secure information on Dr. Jones in Altoona, Pennsylvania would-be tarough 
some civilian agency, preferably a medical society, lacking any information 
in the Shrgeon General's Office that might have accrued through the war years. 


It would seem to me that the Surgeon General could earmark these people 
for certain jobs and establish their rank in conformity with their. MOS, 
Yor instance, an outstanding general surgeon would be given a 3150-A category 
and would therefore be eligible for assignment immediately in the grade of 
lieutenant colonel in a major installation as chief of the surgical service. 


I believe there whould be an integrated medical staff at the National 
Defense level to place requisitions for medical personnel for the several 
components with the procuring ugency, the civilian agency, all doctors to be 
earmarked for assignment either military or civil. The determination as to 
whether certain doctors are going to be eligible for military service vould 
rest with the losal agency, the local medical society or maybe the AMA, I 
don't know what part they would play im this, but certainly enough doctors 
would have to be left behind to meet civil requirements. 


Another thing, too, it is apparent that a doctor called to service in 
the Armed Forees would be sacrificing much more than the doctor who stayed 
at home. Therefore, the local medical society whould take measures to pro- 
tect this doctor's practi¢e, Now whether there would be a rotation after 
one year's service in the Armed Forces, whereby this fellow could be re- 
lieved by somebody who hud not been called, is something that aight be con- ~- 
sidered, 


There should be development of a proper corps of medical reserve 
officers with an adequate promotion system and in active duty pay. The 
Reserve Officers' Association is working towards that end now, and the 
281 Law aleo contemplates a one-half percent per year credit for retire- 
ment age 60, as you all know. I see no reason why the medical reserve 
officer may not be given the same advantages and why he may not, ia order 
to get full credit, be called to active duty for limited periods -—. 2% 
Gays, 60 days, or 90 days — and for duty within his own residential area. 


If there are no further questions on what I have said, and if what 
' T have said is clear, I will go on to the next question. 


BRIGADIER GENMRAL MARTIN; Would you favor a National Registry of 
all medical personnel resources? 


. MAJOR GENERAL KENWER; I think. that, ig.the,.aply solution to the 
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problem. Ovviously in the kind of war that we contemplate there is no 
longer a combat sone; and civilians are just as susceptidle to atomic 
bombing and everything else that may come along in another emergency. 

I think all medical services, your hospitals and everything else, must 
be taken over at this National Defense level. Utilization of all of our 
resources to the best advantage is so obvious that I don't think it 
requires any argument." — 


BRIGADIER GENERAL MARTIN; I think that's the pieture," seeeseese 


eeeee MAJOR GENERAL KENNER; "I would like to preface my remarks by 
atating that I believe that there has been too much emphasis placed 

om professional specialisation, having in mind that the primary mission 
and the essential mission of the medical service, whether 1% be Arny, 
Wavy, or Air, is the medical support of troops in the field. The reason 
for having the medical corps, and incidentally of having an army, is te 
prepare for war. I therefore believe that we should establish a specialist 
MOS for the military surgeon with q@ 5 percent increase in dase pay to 
compensate for hazardous duty to which the medical specialist is not 
subjected in ZI hospitals, for instance, and to compensate for the denial 
of opportunity for prefessional advancement for those officers whe are 
attached or assigned to field unite. I believe, furthermore, that the 
T/O&Es should be modified as follows: battalion surgeon, tajor, vith an 
MOS of "4", That is the category of specialist MOS. The tal 
surgeon should be a lieutenant colonel with an MOS of “co; the division 
surgeon, a colonel, with an MOS of "b"; and the army surgeon, a brigadier 
general, with an KOS of "a", Your theatre surgeons and surgeons of major 
commands, depimding upon their sise, may be major generals. 


I believe we should establish a system that more or less initates 
the British System of automatic rank within the assigument. We all 
know that many an officer has been assigned to a job that calls for a 
higher rank than that held by him at the time. Due to administrative 
Gelaye it may be months before he is promoted to the appropriate rank. 
I believe, therefore, that with proper selection an officer whe is agsigned 
to a job that calls for a certain rank showld autematically get that rank 
when he reports for duty. We have seen some instances, particularly with 
reserve officers, where there was assignment to a position thet called for 
higher rank and yet they were not promoted, which is one reason why the 
reserve is 20 critical of the Regular medical efficer. They have seen the 
younger Regular step up a couple of grades while they, in a position call 
ing for a higher grade, marked time in a lower one. 


: I may say that we have precedent for this 80 percent increase in 
pay. A submarine officer in the Mavy gete 1t; the Air Corps officer gets 
it. And we have already recognised the fact that assignment of nedical 
personnel with troops is extra~hasardous because of the 10 percent combat 
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The argument that may be advanced against this may apply to our 
surgeons in the higher echelons, but there again we have precedent 
because we know that general officers of the Air Corps on purely staff 
assignments, required to fly four hours a month, continue to draw fly- 
ing pay when everybody else on the staff is flying as much or more than 
they are and getting no increase in pay. 


BRIGAVIZR GENERAL MARTIN: Do you favor a uniform system of national 
scope wherein all specialties are classified similarly, and the adoption 
of that system by the Armed Forces? 

MAJOR GENSRAL KENNER; I don't think it would be worthwhile unless 
there was formalization and etandardisation of the parts that determine 
the specialty. 


Rear Admiral Andersom: In your concept of the control of the 
national medical resources, is it not imperative that we discard the 
prior voluntary system for getting doctors for Féderal service? 


MAJOR GENERAL KENNER; I am of the opinion that the only way to 
meet the national commitments for medical service, civil and military, 
is to do away with any volunteer system and to draft every doctor for 
some function either within the military or within the civil society, "eee 
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RUB COPY EXTRAO? OF INTERVIZW WITH BRIGADIER GENERAL JOSEPH &, BASTION, MO, USA 
(RETIRED) ON 3 May 1948. 


eoneeeees A. "BRIGADIER GENSRAL BASTION: With reference to (a), I believe that 
the medical manpower od womenpower of the country should be classified in such 
@ manner that on M-Day they Gan be called in like dny other classified group. 


In order to do that, some central agency should be set up, a National 
Registry, or some otner name, bat these people, the prefessional group, should 
be made to understand right from now on in that they will be called as necessary 
for the work that the beard or the agency think they can do; and there must be a 
getup there so that the civilian population can be teken care of. And I believe 
that the whole professional group should be taken up to the age limit agreed on, 
and that they could be sent to any civilian community to help out just like they 
would be sent to a pest or station. 


You can’t work it any other way. In other words, ac Gen-ral Martins 
eays, there must de a central agency to classify these people according to he 
way the Armed Services with the classification. 


-Gae thing thst I have thought about, the high command, or medical coz 
mand of all the services, goes through every year, year, year, year worrying 
about where they are going to get their -ersonnel - I mean, prefessicnal per 
sonnel. And I think the time is coming to think about it anyway, that we should 
subcidise professional services something like the Haval Academy, or the Academy 
at West Point, and take these people from pre-medical -- I dondt know just how 
At would work, get them in and pay their tuition and maybe give them a comission 
in the reserve during those four years; but the idea is that you would build up 
your pools then for yeare snd years to come. And they should be kept a certain 
time -— J don't know, five years would be the minimua afterwards before they are” 
permitted to go out; but I think it would do away with thie business of the higher 
echelons worrying about where they were going to get their >rofessional personnel. 


I think right new - I don't know - just from talking to younger doctors 
and tists, a few I see around, somebody is promising them an awful lot. Hew, 
I don't know whether it has really been promised. They will come in the service 
for two years and don t have te do anything tut that little prefessional job right 
there, and at the end of that tine thay can take their board. Who at theese posts 
or on your shipe ie going te take care of the big zase of our people, the enlisted 


personnel T*+eseeeess 
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Because of the mission of the armed foresees auring seace, the 
diecussion of this subject cannot be restricted only to training of 
medical personnel during mobilisation and in war as implied in the 
verbiage tne directive. The training of those who must direct, sontrol, 
and operate the modical facilities of the services during war is ¢con- 
sidered the vrime responsibility of the peacetime armed ferces. 


The premise that prewar training of all medical personnel for 
their war assignments is the ideal methed of insuring best results in all 
medical fields is sound and should be accepted as the basis fer the pur- 
guance of all prewar efforts in the training field. 


: fhe intangibles associated with the rapport between unit med- 
ieai officers and their troops, including commanders, is no less then 

the patient-doctor relationship ia civil Life and s wost important factor 
in service medicine. (Gombat troops admire and depend upon their medical 
mon to a remarkable degree if they are known to be qualified, This de- 
pendence cannot be developed in a few hours and indicates that adherence 
to the previous policy of assigning doctors to coubat units during the 
latter phases of their unit training is sound, fo change this gen«ral 
policy would be dangerous in any future mobilization. It has been suggest- 
ed by some that doctors should not be assigned to any unit thtil that unit 
ie ready for departure for combat. Thies is false in the case of non- 
medical combat units in that it denies the necessary training to combat 
medical officers who will surely be incompetent in their important duties 
without that specialised training. 


There is preponderant evidence to substantiate the need fer 
military training of all doctors for the military part of their duties 
in war early after joining. Highly specialized individuals may possibly 
be exeused from some of this training but only on an expediency basis 
ond not on the assumption that more complete milatary training weuld not 
materially imorove their overall efficiency as members of the armed ser- 
vices. 


Wueh of the eriticiom of military training on entering the 
peryices stems from a lack of understanding in the case of medical 
officers that they sare military officers as woll as physicians and 
that tne morale and discipline of the ranks in their units is depen- 
dent ucon their attitudes and knowledge of military affaire as officers. 
Justifiable criticiem has been made of the misAassignment of officers 
trained in specialties during the war after the completion of their 
apecial courses. This reaulted from poor planning of requirements and 
gsbould he vrevented in the future. 
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There is universal accord in the necessity for utilisin; the 
time available for post-induetion training to best advantage, Military 
exigencies wili always play = dominant role in controlling thst important 
phase in mobilisation. Training programs must be so designed to permit of 
giving essentials primary importance early in training periods. Past ex 
perience indicates that certainties of the available time cannot be deter~ 
mined with finality because they are dependent on the uncertainties of war 
in which the actions of an ememy play a large part. The atomic bomb threat 
poses a problem which may well prevent any time for training. 


foo much reliance should not be placed on the stockpile of exper- 
fenced officers and men who served during World War IJ in the medical ser- 
vices. Admittedly its value is great but each day reduces its effective- 
ness in numbers, physical etatus, and military knowledge. Progress: in the 
military hes only been achieved by change and there is much new today that 
World War II veterans are totally ignorant of in each of their former mile 
itary fields. We cannot assume that the stockpile is fully qualified to 
jump into any future war to perform without additional training. 


World War II produced for the firet time in our history an ex- 
cellent echeme for the training of most components of the medical service. 
It has been universally recognized as producing superior results and there 
should be no deviation except for minor improvements in the major methods 
used for accomplishing the results, 


The question of training of the medical reserve components during 
peace is a knotty one. Undeniably it should receive intensive study and 
action. It appears that individual incentive will continue to form the 
keyetone to progress in medical-militery education. Recognition of this 
volantary effort to improve individual knowledge in thie field must continue 
in any system devieed to prepare reserve medical manpower for war, Heward 
for this effert in preferred assignments and with advanced rank must be 
tempered by the obvious fact that theoretical knowledge cannot alone be the 
index to any individual's capabilities to perform adequately in military 
position. Actual experience will always remain the most isportant element 
in the overall or specific value of an individual to the service, Means 
to give medical-military experience during peace to reserve components must 
be expanded and utilised more fully and ecientifically than in the past. 


Medical training facilities of all elements of the armed forces 
should be utilised jointly wherever possible, Caution, heweyer, must de 
exercised in any general implication that the duties of medical officers 
especially are similar in the three services, Only in those particular 
fields of preventive medicine and in the actual care of the sick and ine 
jared can their duties be held similar, Thus, training must be provided 
separately by each of the three services for their personnel in all speciale 
ised fields demanded by the mission of the particular armed force. There 
gan be considerable economy in war practiced especially in the enlisted 
specialiet categories by joint usage of training facilities. The enigma of 
administrative system differences between the various services which are 
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beyond the control of the Medical Departments must be always con- 
sidered in plans for the major joint use of facilities in any field. 


fhe terrific wastage of trained enlisted medical mecialists 
overseas by the army during war should never be countenanced again. 
Hany hundreds of these Army trained specialists technicians wera di- 
verted to other services and arms on and before their arrival over 
seas, by personnel authorities who controlled the flow of all replace- 
mente, Host of these malassignaents were charged to exigencies of the 
service by those responsible for such action, The high caliber of these 
technicians ande then especially deairable for any type of clerical or 
other duty where intelligence and general educational qualifications 
were moat desirable. ‘The necessity for ectablishing specialiat ashoole 
overseas in all theaters by agencies ill-equipped and fully engaged in 
duties in prosecution of cowbat medical service for these technicians 
resulted from this nefarious practice, Surety by regulation that the 
Nedical Department of the Army and Air Forces will retain all men whom 
they have trained under their contre] must be sought, if we are not to 
waste tine and effort in thie field in the future. 


The deliverations of this Subcommittees have brought the startle 
ing realization that one of the most glaring deficiencies in discharging 
our peacetime responsibilities is the lack of an agency to keep our pro- 
feccion up-to-date in our specialized field of military medicine. There 
is a primary end most important need for some form of institution of joint 
civilian and service composition woich will assemble, decide, publish, and 
in all other ways be qualified to inform g)] medical men of the best and 
latest developments in the fields of military medicine and surgery, pre- 
ventive medicine, atomic medicine, biclogicsel warfare possibilities, ée, 
Our service efforts in recording the results of our researeh in all fields 
are woefully uncoordinated and are not available in usable form for the 
continuing instruction of the medical fraternity. All the medical sere 
vices are proceeding in divergent paths in the publication of recent ade 
vances even in the strictly professional fields. This suggestion when 
posed before a considerable number of qualified witnesses had broad and 
full support in the soundness of its concept. It is believed thet the 
nigh type personnel and facilities for such an institution are current- 
ly available and that further study of detaile of composition, adminis- 
twation and operation end scope of mission of thie proposed agency should 
receive high priority consideration by the main committee of Medical and 
Hospital Services. 


& Commonly overlooked but most important factor in planning fer 
training of all categories of medical personnel during mobilization is the 
supply of competent instructors. In the last two mobilizations insufficient 
early effort was made to provide the means for meeting this essential ree 
quirement, Without competent instructors being available prior to the in- 
dustion of large increments of manpower, serious wastage of time will ensue. 
It is the first step in any wartime training pregram. This connotes the 
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absolute necessity for planning NOW for formal intensified training courses 
at selected service schools for this corps ef specialints, 


Concept regarding the medical requirements of future wars lead to 
the realization that the medical requirementa of the pastwill be greatly in- 
creased, With a shortage of doctors surely facing us in the event of a nation 
al emergency of total wir, we must see that the nurses and al) other medical 
Categories including enlisted specialists, are trained to do things medic- 
ally which we now consider wholly within the realm of the doctor, This 
traiaing must be part and parcel of their basie training rather than special- 
ised for selected individuals. 


Il. 


1. Gategories of Personnel 
& Ralisted 
(1) Basic Training 


The oystéms used for accomplishing tiie training during the period 
4941-1945 by all the services proved eminently successful and plans for 
future nationsl mobilizations should be patterned after those system:. The 
Tength of this training will always have to be adjusted to the demands for 
the output) which in turn depends uoon situations beyond the control of the 
nadical departaehts. Different esystens for this training obtained in the 
Army .and Wavy during World War IJ. Tne Wavy eelisted men first received 
"boot" training at non-medically controlied trsining centers. Later they 
were sent to medical training facilities. Army enlisted men received both 
their basic military and basic mediml training siaultaneously at large ree 
piacemont training centers at times under the direct control of the Surgeon 
Gen:ral. Both systems proved efficient for meeting the different needs of 
the services. In general, the basic medical training given by the Navy con- 
sumed twice as wuch time as for taat type of training conducted by the Army. 
“he demands of the Army for medical service in its rapid mobilisation deter- 
mined the length of tne training periods rather than the desires of the Sure 
geon General for better and fully trained medical men. 


(2) Specialised Training 


Realization of the paucity of qualified technicians in comparable 
civilian skills forsed the establishzent early in World War II of schools 
for enlisted specialist technicians, Their velue has been universally 
asserted, There ig no indication at present that the same system of train 
ing must not sgain be used in the future. Pre-induction classificstion of 
the medical skills under Selective Service machinery will, 4f established, 
alleviate to some degree the wastage of skilled teehnicians by improper 
asstgnuent. Specialist schools for the essential categories of technicians 
are currently being operated for peacetinue needs by the Army, Navy and Air 
Force. There is a divergity of the length of courses for similar skills 
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in the Army and Navy. The present unsatisfactory enlietuent rate in 

the Army precludes the sieption of the Kavy type of epecialist training. 
This faetor tends to prevent joint use of present training facilities 

for these categories. The expansion of these facilities plus the necese~ 
ary additional ones best lecated in conjunction with medical sentere should 
be the basis for the wartime needs in these categorics. 


b Officers. 
l. Medical-Dental~Veterinary and H8G Specialist Corps. 
(=) Military training. 


Ho subject hae elicited more universal agreement for ite necessity 
for ail officers immediately upon their entry into uniform, or more diver 
sity ef opinion ae to the proper context as to the proper context and lengths 
ef the course that should be given. However, the majerity of opinion 
favors a short intensive course of approximately two weeke duration in which 
the broad essentials of the military fielde, each befitting the particular 
' gervice, are atressed, Under prosent limitations essential instruction in 
medical military aviation fields must be included in these courses. The 
majority are in favor of giving this training at medical training centers 
of the Army, Havy and of the AirPorce ac may be developed later, principally 
because these facilities are equipped to start courses each week. These 
Genters are equipped to process newly appointed effiesrs with dispateh. a 
Their connection with officer replacement pools preved afivantageous to the 
Surgeon General when trained at theee centers. Because of the wide variance 
in the military feature requirements of the Army, Navy and Air Force, it is 
not considered possible to utilise joint facilities for this type of train- 
ing. Those individuals with prior service should be exempt from this train- 


ing. 
(b) Specialist Training 


The non-availability of scarce category specialists for field 
service needs in World War II forced the establishuent of special provisions 
and facilities for graduate training in several of the specialties. Ali 
agreéd that the courses given were too short in most fields. The urgency 
in service requireneats dictated the length of these courses. There is no 
hope for betterment in the future. The net result did provide improvement 
in the practice of the specialiies s«meoially where further practical train- 
ing eculd be given individuals vader constant supervieion at large sedidal 
facilities. Civilian teaching institutiony covperated adairably in this 
effort, There wae no coordinated effort between the Aray and Navy in this 
field which undoubtedly resulted in wastage. This matter mast be coordin- 
ated in joint planning for the future. fhe field of psychosomatic medicine 
poses a difficult problem, War experience indicated a tremendous need for 
better training of all dectors in this field. It should aot be considered 
a specialty field in the military organisation for war, Continuing efforts, 
however, are indidated to stress the necessity of broadening of teaching 
in this subject to undengraduates and graduates prior te their entry inte 
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2. Medical Service Corps 


gxcept for some individuals in the specialist branch of this 
Corps who will be commissioned direct from civilian life because of their 
specialty qualifications the officer candidate school system used during 
World War II by the Army, proved an excellent one for the expansion and 
development of this Corps. The democratic system of selecting candidates 
for these schools by competitive methods proved ideal and should form the 
basis for any system used for this purpose in the future. 


More careful selection of these candidates is indicated in future 
mobilizations to avoid great wastage of time in the training schools. At 
one of these approximately 37% of the candidates failed because of lack of 
basic qualifications. These schools provided excellent military training 
while providing only the barest essentials of hospital administration. More 
thorough theoretical training in administrative fields would require a 
lengthening of these courses. It is felt that on-the-job training within 
their postegraduate duty assignnents proved the better method of devel op- 
ing there officers. The location of these echools in conjunctionwith med- 
ical replacement training centers of the Army proved efficacious and should 
be continued in plans for the future. 


4 glaring defect occurred in the direct commissioning of many lowe 
grade non-comsissioned officers with prior Medical Department service. This 
resulted in filling many clots in the Medical Administretive Corps with 
officers of very limited capacity, while reducing the experienced non-com 
miseioned officer ranks. Further, it prevented the commissioning of vetter 
qualified selectees for officer positions, 


More risid requirenents for the commission of regular non-commiss- 
foned officer medical personnel especially in basic educational and officer 
qualifications is indicated for the future, The recent development in the 
Army of an expanded warrant officer category will provide the best field 
of advancement for these peacetime trained non-commissioned officers during 
future war. 


Another serious defect appeared in the use of the*Quota"system for 
supplying candidates for officer candidate schools. While training facili«e 
ties mst be kept operating at peak loads by a system of planned allotaents 
of trainees to the field agencies during war, that fact in na gense justifies 
the foreing of any agency to send numbers instead of quality for training. 
Graduates of Medical Department offiears candidate achools should be pre- 
vented from serving in other services or the arms to avoid wastage of Medical 
effort end resources, 


The war requirements for qualified officers in the specialist cate- 
gory branch of the medical service corps were met in most instances by direct 
commission from civil life. A short course in military indoctrinstion was 
all that was necessary to qualify these individuals for their militery assign- 
ments, A few selected individuals of this corps were given additiénal prof- 
essional treining after entry into service, at civilian institutions to better 
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qualify them in specialised ficlds. Wo change is indicated in the 
service training of this category in future national mobilization, 


3. Undergraduate Praining 


fhe YelZ and ASTP progrema of Yorld War II for providing a 
continuous suocly of preetitiscers proved soucd for beth Army and Navy. 
There has been much discussion regarding the merit and necessity for sub- 
sidization of medic:) students during war to insure the current needs and 
@ reserve for the Armed Forces. There is no indication in the forseeable 
future thet the supoly of doctors will be sufficient to eliminate the need 
for the resumption of some similar provisions in the event of another war. 
There was little, if any, coordination between the Army and Havy in their 
identical programs. This deficiency shoul? be corrected in planning for the 
future to avoid competition in producing the identicel product. The ex~ 
periences now current in meeting the postwar nedic21 needs smphaciszes the 
need for a Change in the process which will demand of each subsidized 
student a speci:ic term of sevice uwoon his gradustion. Phis vrovision, 
thoroughly understood hy the student -t the beginning of his subsidised 
training, would eliminate to a great extent the disaffection so apparent 
among such recent graduates Gallad to duty. The fairness of this form of 
contract Gcannot be questioned, It shonld be nlanned for the future, 


4, Jarees 


{a) The establishuent of the Wureing forpe in the 

Services is a change from World War II conditions. Wach of the services 
4a currently enrolling large numbers of reserves in an attempt to reach 
its wartime requirements. The establishment of a nitional registry for 
nurses wii clarify the resource provlea@ os in the ease of all other an- 
Cillary groupe and permit of an equitable elloeztion of nurses to the 
asing agencies, The Army is being forced to reeeatablish its school of 
nursing in order to obtain its peacetime requirement: but this action will 
be of but minor Aéip in sceting war domands. Continuing denendence must 
obtain on civilian teaching institutions for our wartime requirements. 


{b) There isa no change indicated in the wartime systen 
used for training of selectod nurens in their spselalties, st service hose 
nitale, or at Air Force Training Centers for avintion nurses, It oroduaed | 
good results. : = 


{(e) Ali nurses **ld be given a short course of military 
f{ndoctrin: tion training of not over one month's duration immediately on their 
entzy into the service. This wns done in some seasure in conjunction with 
medical replacencnt training centers during the war an? it should be in- 
eluded in the plans for the sane facilities in any future emerzency,. 


(4) 2% is universally sgreed thet Surses Aides are an 
important facter in the process of saving uale manpover in war, This prow 
gram, which entails the trainisg of women in nursing techniqves, gan beat 
be conducted in a the service hospitale. There ig no need 
for change from World Wal 2d sfhdtises in thie field, 
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(e) Because of the unique problem of the martial status 
in the female, the supply of murse reserve is bound to be a fluctuating 
one. There can be no legal measures taken to insure stability in this 
‘field even with a national registry operative. Hence, wartime training 
of nurses will be a necessity. The Cadet Nursing Program used in World 
War II proved effective and should be re-established early in a future 
war threat to the nation. 


(f) The training and procurement of nurses hos never 
been coordinated before in peace or war between the mney sete: Its ine 
portance demands it in the future. 


5. Medical Women's Service Corps. 


{a) The modern deve!opments in medical practice have 
brought the need for these specialists into major focus, The current 
peacetine training output from civilian institutions is far below that 
required for peacetime needs of civilian agencies. The Army had been 
forced into the establishment of service courses for full training of 
dieticians and physiotherapiste to fill its peacetime needs. As these 
courses are of long duration, reliance should not be placed on this meager 
source of wartime needs, The only solution rests in the development of 
civilian sources of education to furnish an adequate reserve in these cat- 
egories, The method of stimulating sufficient interest in civil life for 
these avoe:tions should redeive proper study and action to achieve that 
terul t, 


(>) The military training for members of this Corps ehould 
parallel that for nurses and can be given jointly with then. 


& Medical Unit Training. 


Undeniably medical units must receive training as a group to 
atcomplish the smoothly operating facility neaessary to perform its pare 
ticular mission. Much time and service was wasted early during World War 
II in this training because of several factors, Units were activated too 
early with entire complements of personnel. There war little for the doctors 
or nurses to learn during this phase of training because of their profess- 
fonal training which sould not have been accomplished in a period of not over 
twe weeke. The principal need was for the thorough training of the non-~ 
professional individuals of the unit in a group action in the packing, load 
ing, movement, establishment, maintenance and op»ration of these units from 
an administrative and equipment standpoint. This can be accomplished with 
the full complement of non-professional and command personnel with only 
"key" professional personnel present. This system was develeped in the 
later stages of the war and proved efficient, It should form the basis for 
nlanning procedures in future mobilizations, 
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3. Medical Staff Planners, etc. 


Previous experience indicates the training of this eategory 
after war has become & fact, is too late toe be of real value. Mistckes 

are made mostly early in mobilization and during early phases of war, 

principally because of the incompetence of our medical officers to plan 

effectively, It is true thet time corrected many of these early mistakes 

because of the trvsining received by hard experience. fo accept this insecure 

method of discharging sur posacetine responsibilities is to admit our in- 


_ ‘bility to learn from experience. ‘hat there is insufficient effort dveing 


made by the services to train selected officers in the advanced phases of 
this work is conceded by all. World War II demonstrated the unfairness and 
inefficiency resulting from the lack of a definite pool of this category of 
medical specialists. Thece selected officers must be trained with the line 
and other components in the service and staff schools. The importance of 
association as classmates of the line in theese schools cannot be over 
emphasized, 1% proved to be invaluable to the medical staffs in World War I 
and II in their positions ef high responsibility. The provision for this 
training must receive the attention it deserves HOW if we are not to fail 
in our efforts to conserve the national medical resources in future war, 


In the face of past experience which will surely be repeated 

—&€ Gam be categorically stated that every regular sedical officer must re- 
Geive during the first ten to fifteen years of his career a comprehensive 
course in the military aspects of his duties on an advanced basis. This 
Gan be accomplished at our medical service schools. ‘The Army Gerow plan 

of training provides this and every effort must be made to carry ont its 
coneept and spirit in all of the serviess if we are to establish the qual ity 
of medical leadership essential to a national war effert. 


4 Demobilisation Training of Medical Officers, 


Considerable criticias of the post-war professional training 
program offered medical officers by the Army has been elicited. The program 
as conceived was an excollent one and is considered worthy of consideration 
for study in the future. fhe general chaos that ensued with the natiozal 
demand that everyone in uniform be released immediately after Ved Day ree 
gulted in the elimiaction of all order and sense in the demobilisation pro# 
cess. This doomed the refresher training program which was offered medical 
officers, I% sannet be divined at this time that the same hysteria will not 
recur under similar conditions. Plans for the future should include not 
only the programs for such training/ but specific detaile as to how this 
training cen be given in the face of a recurrence of the sonditions which 
followed VJ Day in World War II. Unless general demobilization plans are 
adhered to meticulously in the future, little improvement can be expected 
and previous errors will be repeated, Basically, it mst be made mandatory 
that no promises be made in thie field unless it can be definitely assured 
that proper and adequate facilities are going to be available, Because the 
precese must remais voluntary and the applying for it cam ealy be very in- 
Geterminate, extreme caution is essential in promising anything that cannot 
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IIT. QOQNOLUSIONS 


4 


fhe Committee concludes; 


1. That the emergency trainixg of medical personnel is essential to 
the success of medical effort in war. 


2 That the emergency training given medical personnel in World War 
II was successful in general and plans for similar training agencies should 
be adopted for future mobilisstion training, 


3. That indoctrination medical-military training of ali officers of 
the medical services, including nurses, Women's Medical Service Corps and 
selected members of the medical service corps is necessary imzediately follow 
ing their entry into the services, That the training pericd should be as 
short as possible and not exceeding four weeks. That officers wits previous 
military training and those for svecialist assignment in specific fields 
should be excluded from this training. 


4, That training an adequgte supply of instructore must precede efforts 
to train the masses. That thia is best accomplished by training of regulars 
for these duties during peace. 


5. That there is need for better training of all medical officers in 
the fields of paychosomatic and physical medicine and in the medical aspects 
of atomic and biological warfare. That this training should be stimulated 
during these peace years in civilian teaching institutions, 


6 That the officer ¢andidate school systes wac an ideal method for 
the selection and training of members of the Medical Service Corps and should 
be readopted in plans for the future, 


7. That every method for improving the peacetine training of medical 
reserve components should be explered and developed. That peacetine train- 
ing of reserves will reduce the poet-induction training perieds, especially 
in the purely military sphere. 


8. That joint use, wherever practicable, of all medicalemilitary 
training facilities in peace and war is indicated in the interests of 
economy and should be developed fully in planning for emergencies, 


9. That the Vel2 and ASTP programs for training undergraduates prov- 
ed sound. That they should be combined as a joint National Defense istab- 
lishment activity in future war. ‘That provisions for a definite period of 
postewar service, if it is required, say five years, should be written inte 
the law to prevent disaffection, 


10. That medical unite require training as such prior to their use. 
ll. That short courses of training for officers after entry inte the 


service in the specialty fields will be necessary in the future in the searce 
categories, ‘That similar methods atilised in’ World War II anould be planned 
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for the future. That more eo re must be excretsed in the assignment of 
graduates of these courses in the future. Theat tris feature can be 
accomplished by better planting. 


12. That medically trained enlisted technicians were wasted in 
overseas thenters by staff and command interference, principally in 
replacement devots. That to avoid this, the Chief Surgeon must be 
authorized to control ali medical personnel arriving as revlace ents 
in overseas theaters, 


13. That muth of the success of the service medical effort in war 
is dependent ucon the quality and training of medical officers assigned 
staff and command positions. That this field conetitutes a specialty. 
That it is essential sufficient importance is given the training of these 
specialists during peace, That it cannot be accomplished in war as an 
enorgency, moneure. 


14, That service schools for physiotherapi: ts and dieticians will 
be necessary to provide the requirements for service needs in war. That 
provisicns for the joint use of these facilities which must de greatly 
@xpanded in emergency is indicated. 


15, That the Nurses Aide program and the Cadet system for training 
nurses were necessary and successful in World Yar il. That they should 
be re-established in future em rgencies. 


16, That the creation of a permanent joint service institution for | 
the collection, svaluation, publication and dissemination of past, current 
and future research and development in the fields of military and naval 
medicine and surgery, preventive medicine, medical aspects of atomic and 
biological warfare, is a prime necessity of the moment for the peacetine 
and emergency training of all medical personnel, civilian and service, 


Thet highly trained civilian and service personnel are indicated 
to comprise the faculty of thie institution. 


That accomodations are considered available within present 
facilities of the services for this insitution. 


That resident, extension and special courses are feasible under 
this coneept. 


17. That because of the extreme specialized nature of all medical 
training full control of all medical training facilities in war be vested 
in the Surgm Genorals of the respective services. 

IV, BUCONMENDATIONS | 
The Subcommittee recommends the following: 


1. The immediate creation of a permanent joint service medi-al ine 
etitution as described in the body of this report and in Goneclusion No. 16, 
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Active pursuance of every possible effort especially with civilian 
medicine to advance the training of civilian practitioners during 
peace to better equip them for services in the event of war. 


2 ‘The inclusion in the specific plans for training of medical 
personnel for future emergencies of the training facilities and metho:jis 
used by the services during World War II, with the necessary indicated 
minor improvements especially in the indoctrination field of newly joined 
officers, 


& staff action to insure full control of ali medical replacen-nts 
by the Chief Surgeon in any area to eliminate the serious misagsignuent 
of medically trained technicians thet occurred in World War II in replace- 
ment depot practices and thus prevent the wastage of training effort and 
scarce category medical skills, 


4, Gonstant.and intimate liaison between Medical Departments of the 
services with their general staff egencies which are now planning for 
emergency training in future mobilizations. 


5 Adequate provisions be mote immediately to train selected regu- 


ler medical officers during peace for a career specialty in staff and 
high command assignment in war, 
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TRUE COPY EXTRAOZ (Letter from Brig. General Roy C. Heflebdower, USA (Ret.) 
dated (undated) ~ received 30 April 1948) 


eeee88 "9, I am also of the sobeeins that all Medical Department enlisted 
personnel should receive their basic training in Medical Replacement 
fraining Centers. During the recent war the Ground Forees desired te 
train their own persomnel, and in the case of the Divisions which were 
trained at Camp Barkley, Texas, the training of Medical Department personnel 
in these Divisions was certainly not to be compared with that received in 
the Training Center. In fact, the Training Genter cocperated with sone of 
the Division surgeons and trained both officers ané men for them. In my 
opinion basic training should be conducted by the Medical Department and 
thea unit training should be conducted by the unit te which the men are 
ultimately assigned. 


10. The experience with the Medical Administrative Corps Officer 
Gandidate Scheel shows a faulty methed of selection of candidates, and it 
is Delieved that this was common te other officer candidate schools. 
Bighteen thousand nine hundred ninety-eight (16,998) candidates were en- 
rolled in the school but twelve thousand four hundred eight (12,408), or 
65.3 per cent graduated and vere commissioned. Seven hundred seventy-five 
(775), or 4.1 per cent, were found deficient academically; one thousand 
five hundred ninety-three (1,593), or 8.4 per cent, were relieved because 
of lack of leadership; one hundred fifty-nine (159), or 0.8 per cent were 

sicaliy disqualified; and three thousand three hundred fifty—nine 

3,389), or 17.7 per cent were relieved at their own request. How this 
situation can be corrected ig a problem. Im my opinion the quota system 
is to some extent at least responsible. Commanders are told taat they 
must send a certain number of men to an officer candidate school, and 
these quotas are filled regardless of the fact that the men sent are not 
officer zaterial. [It wae very noticeable that a much higher percentage 
of successful candidates came from Medical Department Replacement Train- 
ing Centers whore special courses of instruction for petential candidates 
were conducted. This leads to the conclusion that preliminary courses 
of instruction for officer candidates for the schools ef all branches might 
be conducted in the various Service Commands and thus serve te eliminate 
many of the applicants which would otherwise be sent to the Officer 
Gandidate Schovls only te be relieved later because of undesirability. 
Such a method would not only save time and money, tat would undoubtedly 
vesult in obtaining better officer material. **¢¢9 


16. Generally, I feel that the training program for officers, 
officer candidates and enlisted men was well considered, efficiently 
inclusive, and produeed excellent results. This opinion is based on 
my own observation and alee on statements made te me by these officers 
have invariably been to the effect that the officers and enlisted 
personnel trained at Gamp were generally of vary high caliber. 
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17. It is alse suggested, when training programs for officers 
are to be conducted in Replacement Pools in the Zone of the Interior, 
that these pools be located in replacement training centers. In the 
latter, training is being conducted in all of ite phases at any particular 
time due to the fact that the beginning of training periods is staggered. 
By utilising classes ef instrustion going on in the Genter, it is possible 
te start the instruction of an individual officer immediately upon his 
reporting to the Replacement Pool. This saves much time, as the new 
arrival does not have to lose time while waiting for the start cf a new 
Glass as would be the case outside of the Training Center, "ese 
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TRUE EXTRACT COPY (letter from Capt. Warwick T. Brom, (MC), USN 
dated 20 April 1948) 


ia alaahad "bh, Professional. and military emergency training programs 
within the Armed Forces, 


From the standpoint of amphibious and field medicine, military 
training for medical officers is essential to the advantageous utilisa- 
tion of their services during wer. Many of the deficiencies of the 
last war in the functioning of the medical forces were due to the leck 
of medical officers with military training, The training objectives 
should be (1) to train a selected small group of mdical officers in 
military tacties, techniques, and staff procedures and (2) to famil- 
djarize a larger group with the field or amphibious medical organization, 
equipment and functions, Training facilities should be available at 
ean early date as mobilization is always hurried and mch valuable tim 
is lost in setting up the training facilities, In World War II the 
number of medical officers trained in Line staff schools were:noj ~ 
sufficient to supply the need for Lieutenant Commanders and Commanders 
of the Medical Corps capable of functioning in medical staff sections, 
as Medical Battalion Commanders and as Division Surgeons. It is 
recomended that a certain number of medical officers in the Ideutenant 

Commander end Commander grades be assigned to the senior course in 
Amphibious Warfare at The Marine Corps Schools. It is also recommended 
that schools for training in field medicine be organized at Camp lejeune, 
North Carolina, and Camp Pendleton, California. These schools to be 
utilized for training medical officers and medical department petty 
officers in the functions, equipment and organization of field and 
amphibious medicine, In this connection it is recommended that the . 
opportunity for both types of training be also offered to certain 
selected rescrves during peace time, *HrHHH | 


ty kp PO 


? Colonel, U.S, Army 
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TRUE COPY(Extract Mtr Quinton M. Sanger, BUMED, USN, 7 April 1948) 


*sc"The liaison between the sureau of Medicine and Surgery and the Yar Plans 
Section of the Navy Department was inadequate. "During orld War II the lack 
of early and adeqgate information regarding strategic requirements led to 
erroneous estimates of material. requirements and resulted in nunerous em- 
barrassing and emergency Situations." Admiral King did not accept a full 
time assigned medical officer as a member of his war plans staff. 


fo effectively support the operating forces, the Kkedical Department 
needs to know better the type of war and combat operations the operating 
forces expect to conduct in a possible future ware The location, size and 
type of medical installations can then be systematically planned, but not 
withoutthis knowledge. 


CNO felt liaison was adequate, but was hampered by the need to maintain 
secrecy for information that really required widespread dissemination. 


During the war the Kedical Department had tc depend on the reserve 
medical officers. This individual was often an excellent clinician but had 
no experience or trainin ndl large groups of men or problems whic 
arose when hundreds of men atten 8 calle 


The interest of these reserve medical officers should be stimlated 
during peace time so that they will be willing to take necessary indoctri- 
nation work in leadershig and in medical problems peculiar to a wartime Navy. 


. It was claimed that medical officers were not sufficiently trained in 
what material is req :ired to accomplish a specific mission. 


It. was prososed that the Naval War College should instruct medical 
officers on the medical problems whic’: arise in comection with the general 
war problem that the War College is carrying on. 


Reserve medical officers complained to Congress that they were in 
many cases not ordered to post graduate training courses which had been 
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TRUE COPY (Extract Ltr James EB. Hix, Li Cole, 0, (Resigned) 11 April 1948) 


weiu"T believe that the Regular Yorgs should be so constituted that periodic 
professional training is available for those desiringe To eventually success= 
fully achieve this, there will have to be an increase in personnele=which 

I know is a problem. Most doctors can be ‘trained very quickly for military 
services it is by no means necessary to.send all to @arlisle for 1 month." sH 


Colonel, MC 


TRUE COPY EXTRACT (Letter, Brig. Gen, Robert C. McDonald, MC, USA (Ret.) 
dated 15 April 1948) 


‘#exe "(b) Professional and Military Emergency Training Program within 
the Armed Forces, 


"(1) Comment: Professional training of medical specialiste in W¥.W. II 
lagged behind requirements. Courses were too short, while on the other hand, 
military emergency training was more than adequate for many medical special- 
ists. 


: — 
"(2) Suggestions:: Medical specialists should be called into Service 
far enough ahead to allow time for adequate special training in civilian 
and military installations prior to assignment. Military training of medical 
manpower, both basic and technical, should be condueted at Armed Forces 
Medical Training Centers,” *#tHt ) 


ee K, Pohl, 
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SBUE COPY RETRACT (Letter from Colonel Robert K. Simpson, USA (Ret.) 
« dated 1 May 1948) 


seeee (b) Professional and military emergency training programs within 
the Armed Forces. Special emphasis on field training, sanitation, 
hygiene, evacuation, field hospital operation for those not specially 
interested in any of the specialties; refresher postgraduate courses at 
military, or civilian, institutions for those with specialised training, 
or those apt and interested in one of the specialties. ‘sees 


TRUE COPY EXTRACT (Letter, Col Robert P. Williams, MC, Surgeon, 16 Apr 48) 


#tee# (b)- "Professional and military emergency training programs within 
the Armed Forces, Purely military training: drill, customs, courtesies, 
uniform regulations, etc., to be given in a short intensive course of two 
to six weeks," *HH# 


TRUE COPY EXTRACT (Ltr Capt B.R.Hering(MC)USN, dtd 17 Bee 47) 


eeeesseees, "Lack of understanding of the basic need for sanitation and pre- 
ventive medicine in the field. Early in the war it became apparent that 

the doctrine of securing labor for major sanitary projects from the fighting 
troops themselves was unsound. Various expedients were tried, including 

the order assigning additional men to Gonetructions Battalions to work direct- 
ly under the medical department. On the one operation (Okinawa) when I observ 
ed this system, these personnel were never available either for training or 
field operations as they were, urgently needed for their primary function of 
building roads and airports. ‘The formation and assignment of the Malaria 

and Bpidemic Control units was a master step in tge proper direction but with 
out personnel to actually carry out their directives, the preventive medicine 
program fell short of its goal in the field. A training course for Medical 
Officers in Amphibious and Field Medicine should be established in much the £ 
same manner as courses in other medical specialties. By so doing we could 
assure ourselves of a nucleus of trained officers and actually decrease the u 
number of medical officers assigned to Marine Gorps Forces on a year around 
basis. Ry assigning medical officers for a two month course as reconnended 
in enclosure A, we could give adequate medical service whem it is needed and 
confine our activities to purely medical matters for the rest of the yaar. 
After preliminary troining, such officers showing an apptitude fo; this spec 
failty could be assigned to various ctaff and co schools for advanced 


training, #0oheunes wk 
| me oe en Me 
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. 46 was very effective, "eenss ve 
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TRUE COPY (Extract Ltr Quinton Me Sanger, BUMED, USN, 15 April 1948) 


tteHeMTt was suggested that Buled's Professional Services Division be responsible 
for medical training programs, for the initital assignment and periodic evalua-~ 
tion of medical officerss and that assignment, transfer and promotion should be 
made only in consultation with or on recommendation from this division. 


A genereus policy permitting attendance of medical officers at meetings of 
recognized civilian clinical organizations should be instituted. This was 
proposed in part as a way of keeping the good will of civiiian medicine. 


The complaint was made that Navy nurses spend too much time instructing 
corpsmen, and in administrative or clerical work, and not enough in bedside 
nursinge Waves were recommended for the administrative work, and special 
instructors were suggested to train corpsmen, 


It was pro:osed selected members of the Nurse Corps should be permitted 
to obtain post-graduate training in special nursing fields at selected civilian 


or other hospitals. Nurse training after entrance into the Navy was criticized 
as weak during the war."iHtHHt 


Colonel, MC 


PRUE COPY EXTRAC? (Ltr Brig Gen Guy B. Denit, MC, Surgeon, dated 13 Apr 48) 


ee%ee" Professional and military emergency training programs within the Armed . 
Forces - The military training program as conducted at the Medical Field Sergice 
School at Carlisle Barracks was in my opinioa of inestimable value to all who 
received training there. Likewise the profeMsional training program in the 
various schools throughout the country were of great value. It is possible 
that this program can and should be improved upon but as an ge measure 

\/“ Ik. 


P 
Oolonel, M 


TRUS CORY BXTRACT (Ltr Rear Aim F.L. Conxlin (MC) USN, 27 apr 48) 


eesee B. "All Reserve Medical Officers should receive peacetine training, 
either on an active duty «totus, or by a correspondence course. By calling 
Reserve Medical Officers to attive duty, their services can be utilized, 
even though in a training status. Ry #9 doing, their professional qualifi- 
cations can be detter judged. "ereeeees 


RESTRICTED| AE Re ee 


RESTRICTED 


TRUE COPY EXTRACT (Letter from Captain M. J. Aston (MC), USN 
Portemouth, Virginia, dated 23 April 1948) 


eseee (>) Professional and military emergency training programs within 
the Armed Forces. 


Under the category it is my sincere belief? that the training pro- 
grams in force at the out-break of World War II were excellent in type 
and reflected great credit upon those who had created them. This, of 
course, represents a most favorable reflection upon the quality and 
standards of our medical profession. Insofar as the efforts of the mili- 
tary establishments are concerned in this respect, here also do I consider 
that thése several programs were of a high quality. I believe that the 
medical services of our army and navy in this late war met their respon- 
sibilities in an outstanding manner and fully and completely answered 
every call of duty. I do not know of any sinzle instance where there 
was a failure of the medical services to function in the highest degree 
and in keeping with the highest possible standards. Our medical services 
were ready, we were prepared. Certainly this was true at Pearl Harbor 
and thereafter during my experience in the Pacific. I am not competent 
to compare the training programs employed.in the army with those of the 
navy. The success of our V-12 program has been wel) demonstrated and it 
_ would seem to me that a program of this sort could well be utilized in the 
future. A consideration of our present professional training programs 
might be in order here. I refer specifically to such programs that are 
now provided and which will gesult inhigher standards of medical education 
and training. Many of our youmg doctors are receiving Residency Training 
and special courses which in due time would lead to certification by various 
specialty boards. Certainly the individual benefits greatly by such train- 
ing and the standards of our medical corps are thus enhanced. It is to be 
hoped that our services will be benefited permanently by such professional 
training programs. We should expect to retain in the services, most if not 
all of such trainees inasmuch as such programs should be expected to confer 
lasting benefit upon the medical corps as well as the indiyAdyals concerned. 
Our medical corps exists primarily to serve the needs 6¢ our naval estad- 
lishment. Over-emphasie in any training” ‘program should be avoided. In 
other words, "The tail should not wag the dog." **88e 


pA » Colonel, MC 
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SRUB COPY BxTRacg? (Letter from Dr. Wm. C. Menninger, Topeka, Kansas, 
dated 29 March 1948) . 


#esee (11) I think we ought to make a strenuous effort to endoctrinate 
all of our medical officers with the concept at least of psychosomatic 
medicine and some orientation as to what to do about the functional | 
physical complaints that compose twenty to forty percent of our gastro~ 
intestinal, cardiac and orthopedic wards. "*ees¢ 


TRUE COPY EXTRACT (Ltr fr Ne C. Mashburn, Colonel, uC, AF, 19 April 1948) 
uexe"During the critical time of expansion in World War II, medical administra= 


tors were the big problem. Specialists were available from civilian sources. 
* Recommend the training of medical administrators not be overlookede" sii 


Kil "Ct 
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EXTRACT COPY OF PERTINENT MATERIAL CONTAINED IN AIR FORCE MEDICAL DEPARTMENT 
HISTORICAL RECORDS OF WORLD WAR IZ. (lst Bombardment Division 44) 


#tiv# "Tn connection with the problem of medical personnel are the factors 
of professional staleness, waning interest and morale, and the tendency 
to become self-aatisfied in a smoothly working organization. Various means 
were utilized and initiated to combat these, particularly in the doctors 
who have served overseas the longest. Higher echelon instituted various 
research problems in aviation medicine. These will be discussed in their 
proper medical category. (Higher echelon also made possible detached 
service at various station and general hosritals in professional capacities. 
These brush up periods were extremely valuable to Medical Officers who were 
anxious to bring themselves up to date on the newer aspects of more defini- 
tive cave of the sick can be accomplished in a small sick-quarters). For 
rest, relaxation and change of scene, the Surgeon, Eighth Air Force, has 
allotted. this Division several of the Air Force Rest Homes to cover medi- 
cally. Each week, one of our Squadron or Group Surgeons has been sent 

for a tour of duty at the allotted rest homes. Other medical officers and 
enlisted men were sent in teams, to various RAF airdromes near the south 
and east coast of England. ist Division Bombers, when returnéng from a 
mission, would occasionally come into these dromes in an emergency, and 

the personnel on detached service supplied medical emergency care of the 
casualties. (Appendix A) Another method of supplying the medical officer's 
need for professional change and stimulation was a system initiated by the 
Division Surgeon for exchange detached service with several RAF combat and 
training fields. Our medical officer would put in a weeks! service at the 
' RAF station actually working and filling a job there. Thus he would be 
able to observe and appreciate the RAF methods for handling sick and in- 
jured flyers. The comparisons afforded the Flight Surgeons while on this 
service helped to establish a better perspective in the care of their own 
flyers when they returned. Most of our Flight Surgeons who participated 

in this exchange, favored the RAF eombat stations. These exchanges were 
stopped shortly before 'D' Day. Still further professional stimulation 

was afforded our various Flight Surgeons by attendance at and participa- 
tion in frequent medical meetings of the station hospitals serving the 
area," w#itiite 


(Medical History, lst Bombardment Division - 1942-43) 


®*The inherent nature of the Flight Surgeon's work is such as to remove 
him from the sphere of hospital medicine and methods. The need for keeping 
Flight Surgeons informed and trained in advances in this type of care was 
recognized early by higher echelons in the Fighth Air Force, and to supply 
it they arranged for the squadron and group surgeons to attend various short 
courses in both military and general medicine and surgery.” **#t# 


L. K. Po Colonel, MC 
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TRUE (EXTRACT ea Colonel James H. Forsee, MC, ma, <0 Apr4l sicunldt 


*e0ee "(3) The Seteniteiid and Military Bnergency Geices Program Withia 
the Arned Forces. 


+ 1. A large active Medical Reserve Corps training program 
would appreciably aid in the solution ef this problem. 
Preparatory measures are the only means of adequate — 
training in the advent of the presumably atomic type 


of warfare. 
2. Tine seens to be euch a tremendous faster ia the anti- 
Gipated warfare that emergency training for 


paograns 
doctors, murses, etc. may be almost impossible of | 
accomplishment. Teaching in medical, dental and nursing 
schools, at the undergraduate level plus training in 
Servide Schools and Hospitals appears te be the nost 
feasible plana. In view of these otetements the following 
is recommended. 


“Phe establishment in our teaching hospitals of 
the Army and avy prescribed courses of instruction for 
reserve officers and sivilian doctors in professional 
matters pertaining to War Surgery, Medicine, Preventive 
Kedicine, etc. These courses should be of at least of 
one (1) months duration. No institution should be better 
able to teach these subjects than military hespitals. 
Recognition from professional channels will be readily 
fortheoming if the instruction is good." 9900 


RECORDER 
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TRUE COPY ExiRact (letter, Captain 0, B, Morrison, Jr,, MO, USN 
| ie dated 23 April 1948) 


AHEM HE "b. Professional and military emergency training programs 
within the armed forces. 


Short courses of instruction and practical training should 
be offered to volunteer reserve groups to keep them up-to-date in the 
_ art and science of warfare. The armed forces mst have at least a sen 
well-trained nucleus, so that in time of national emergency, additional 
medical officers can be instructed in such subjects as aviation : 
medicine, submarine medicine, atomic bacteriological and gas warfare ."**+ 


TRUE COPY ERIRACT (Letter, Rear Admiral C. L, Andrus (NC) USN dated 
27 April 1948) 


eusee *(b) It is considered that intensive ailitery emergency 
training programs should be afforded all medi personnel as 
ap possible after mobilisation in order that through indoctrination 
and special instruction they will be prepared to carry out their 
duties in the field. Numerical assignments without consideration as 
te qualifications may be wasteful of manpower and effectiveness of 
service performed. Many of the cial training courses that were 
organised and carried out during World Wer II paid real dividends 
and contributed greatly to the effective eonduet of subsequent opera- 
tions,” sears 
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_ RESTRICTED| 


# 
TRUE COPY EXTRACT (Letter, Rear Admiral C.Be Camerer (iC), U.SeNe, 
fietired dated 21 April 1943) 


“eit “Along the general lines approved and followed during the progress of 
World War II, amplifying essential Military Kedical training in Service 

Schools and Hospitals PRIOR to assignment to active "front line" duties of 
whatever natures It appears that the establishment and maintenance of full time 
Service Medical Schools becomes imperative in order to obtain uniform teach= 
ing and indoctrination of medical students who are prospective candidates 

for future commissions as Service Medical Officers.” ste 


TRUE COPY EXTRACT (Letter, T. F. Cooper, USN, dated 19 April 1948) 


onant "In the interest of a medical military and naval arm, special 
courses in military and naval medicine should te established in all medi- 
eal schools, Taking the course should be obligatery. Officers teaching 
the courses should be specially picked regular officers of the Medical Corps 
whose business would be not only to teach but to recruit. The course would 
lead to a regular or reserve commission for those physically qualified. 
The job could be combined with regular recruiting in the large centers and 
would at the same time offer opportunity for postgraduate training of the 
instructors. 


"I believe the present training program to be excellent and hope that 
it cen be maintained and expanded. It will soon te seen that opportunity 
for self-improvement is far greater in the service thar js possible in the 
practice of medicine as a civilian, Yedical men will be attracted to the 
service by the high level of medical competence that will obtain. 


"Internships should te lengthened and 21] medical cfficers, regardless 
of specialty, should receive sufficient surgical training to perform 
traumatic and emergency surgery. with a degree of self-assurance that is 


comforting to the patient, when confronted with such problems at sea or 
in isolated areas," ##### 
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TRUE COPY (Extract from Ltr Alfred . Byer, Captain (UC), USN, 17 April 1948) 
®(b) Professional and emergency military training ro oe the 
Armed Forces. 


iy sauisth os. 0:00 qutiaen eth 6 erent dak or Sens a 
to s gather limited and narrow experience with ee ee 
the field and little contact with thinking on service policy waking levels. 


"Howusver At appeare to me that entirely too much eaphasis ta being 
nape gs 


Zou nan vno may be favored by the cirometence of selection 
brings up e nunber of problenss 


“If pemuitied to maintain profess eesicnel proficiemy anf emellence ia 


hie chosen apecialty by aselgrmonts gp Poet manatee sc 
aualgmens soeeiviag Wend expisteme te greatty éietel 

Lf the individual is not given ro sanigmesta which tant to 
reinforce his specialty qualification, ¢iseu ie invariable. 

"It ig inconceivable that a2) nedic al. personnel can be trained and 
become specialists in the accepted sense. Thia give rise to considerate wis- 


There is no questia as: ouniisiing Vie ine en eee 
eee oe However, it is felt that service needs in wartime should be 
bee 


2483 ebsiiden untied min piter to ox wpen teing interted inte te 
Service ehould have a short indostrination period. This period should include 
information on medical servine organisation, functi » precedures ani a bread 
personne}. easountersdé 
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{Extract from Ltr Alfred W. Eyer, Captain (MC), USN, 17 April 1948, cont'd) 


“Wherever practicable, short refresher courses in service hospitals 
should be given to personnel returning from sea or foreigh shore billets. 
This would tend to maintain professional standards and capability among 
those personnel whose duties required narrow limits of professional service s® 

Wat ; Ceo ; ane — 


aa 
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TRUE COPY (Extract Ltr ilellie Jane DeWitt, Captain (NC) USN, 29 april 1948) 
exe CTRINATION AND DISTRIBUTION 


Indoctrination centers should be established at lovee hospitals in — 
areas, Such as ~ Pethesda, Great Lakes, Mare 4sland, Oakland, San Diego, and 
Portsccwth, Virginiae 


(a) These centers should be permanently staffed with personnel especially 
adapted to and trained for this assignmente 


(b) These centers should act as ‘Pools beth within and beyond the continentas 
Limits. 


(c) Ship's Service stores at these centers should be sai to s upply 
- all necessary uniform equipments 


fhe training period for indoctiinees should cov:: four toeight weeks and 
should be followed by duty in the center giving the training, and should crrovide 
a total of not less than six months before assigry nt in another activity is per 
nitted. 


During the training of these indoctrinees the importance of military nursing 
should be stressed, and they should be instructed thoroughly in the handling of 
service personnel, and in methods of planning and organising their details, so as 
to require the least possible expenditure of time and energye ‘ 


Indoctrinees should be required to familiarize themsel¥es with military 
customs, courtesies, drill, and should learn to swim,*usae 
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SHUR COPY EXTRACT (Letter, Captain H. D. Templeton, MO, USE 
dated 23 April 1948) 


eones 0(B) inion igh co = ae er TRAINING ORGANIZATIONS 


fhe training of medical personnel te cope with all types of military 
emergencies received much attention during the past war, and i¢ would be 
highly unfair to criticise a method of training that proved so effective ‘nr 
reducing the mortality rate of our wounded, *ee09 


TRUE COPY EXTRACT (Letter, Captain J. H. Robbins, “ (uc) USN dated 
-. 26 April 1948) 


tite Whednemeciattnne It would appear that the majority of these 
complaints could have been avoided if our Bureau could have in some 
manner prior to the opening of hospilities, informed all physicians 
of what the exigencies of the service might expect from them and had 
some policy laid down fer their rotation of ee 
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BACT (Letter, Colonel 0. F. Mc¥lmay, MC, Air Force 
dated 20 April 1948) 


aunt "bh, Professional personnel should be required to participate 
in only a minimum amount of military training. Professional training 
tee be as extensive as pessible to the point of diminishing returns 
and dependent upon available time and personne] ,* son" 


TRUE COPY ExrRact (Letter, Dr. Russel V. Lee, dated 18 April 1948) 


aeeee "(b) Professional and military emergency training prograns 
within the Arned Forces. 


"fhe so-called 'efficers' crainine courses’ insofar as they apclies te 
medical officers were almost 100% wasted effort. 411 the strictly rilitary 
matter which a medical officer should be ealled upon to know could be gotten 
from an intelligently written manual in a few hours. Prefessional training 
courses were eagerly sought by medical officers bered to madness by inaetivity, 
but with the exception of the tropical disease — and the aviation medi- 
cal examiners' gourses they were largely useless. The stupid malassignments 
of medical officers who had attended special schools were so numerous as te 
appear deliberate. Medical schools should be asked to give a certain amount 
of militery medicine of an ‘indoctrination’ kind as part of the course and 
largely eliminate such training for dectors already mobilised.* s#e0e 
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TRUE COPY EXTRACT (Letter, Captain Robert M. Giliett, (MC) USN 
dated 15 April 1948) 


wet "Phe present shortage of personnel within the armed forres 
makes the emprgensy training program highly impracticable at this 
time,” tr oe, 


LS og Fon, lonel, MC 


TRUE COPY EXTRACT (Letter, Dr. A. R. Shands, Jr, dated 20 April 
1948) 


aunet © The training programs were certainly quite adequate.” *### 
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TRUE COPY EXTRACT (Letter, Colonel F. A. Blesse, MC, USA dated 19 April 1948) 
Sanne? , 


. “a, As a policy, peacetime training of reserve officers should be 
limited to medico-military training. The short time available for training 
of reserve officers must be used to adjust his professional knowledge to 
the requirements of the military service. His professional training is a 
personal, civilian responsibility and goes on constantly during his career 


as a practicing physician, 


"b, Specialists should be divided into.age brackets » in addition 
te their classification according to proficiency. Those assigned to the 
active theater of operations, and especially those assigned to Evacuation 
Hospitals, Surgical Hospitals and cellular teams (£-500 series), should be 
in the younger age bracket, 


e 


*e, Medical officers of the regular army who have fully qualified 
in one of the specialties should be kept on such assignments during war as 
well as during peacetime. To relieve such officers ffom their assignments 
_as professional specialist in time of war, seriously retards their progress 
and reduces the efficiency of the Medical Corps in the post-war pericd,. 
Their assignment as unit commanders ete, places them in positions for 
which they are totally wmtrained and reduces efficiency. 


"4. The individual training of certified specialists, whose duties 
in the army will be identical with those performed in civilian practice, 
should be omitted, except for training within the unit to which assigned. 
Such specialists should be ordered directly to their units for duty and 
training should be in additien to their normal duties, In making such con- 
eessions, however, consideration should be given to the fact that most of 
the criticism concerning ‘wisuse of medical officers is due to a lack of 
understanding by the individual of military organization, functions, mis- 
sions, tactics and ovef<all problems, Such criticiem is most frequent 
among untrained officers, 


"e, The Army Specialized Training Program and the Navy V 12 
Training Program for the undergraduate training of candidates leading 
to the M. D. degree, should have been coordinated. One program should 
have been adopted and the output propertioned accerding to the require- 
ments of the Armed 5. debonair 
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TRUE COPY EXTRACT - Continued - Colonel F. A. Blesse, MC, USA 


"f,. Professional training of medical officers during a period of 
emergency, should be conducted at installations best equipped for such 
training and standardized to meet the requirements of all the Armed Ser- 
vices. Consideration should be given to lecation to avoid unnecessary 
less of time and travel funds. The length of courses should be coor- 
‘dinates with the training time available for long periods of preparation 
will not be possible in an accelerated mobilization training. 


"eg, The technical training of enlisted men should also be standar- 
Beas by the Army and Bavy. Since there is no difference between sick 
men whether Army, Navy or Air Force, this would appear feasible, 
“Thorough basic training should, however, always preceed technical training. 


*h, Militery training of officers of the Medical Department ean also 
be best accomplished at a center, or centers, such as the Field Service 
School, All officers, except qualified specialists and those with recent, 
prior service, should be given a thorough course of basic training prior 
te assignment. This training should be coordinated with the Office, Chief 
Arny Field Forces. 


"i, The broad mission of the Medical Department is to maintain the 
fighting strength of our troops and this involves numerous responsibilities. 
There is a growing tendency to concentrate on professional training and to 
negleet the others which are equally important in the final aceomplishment 
of our objective as expressed in the broad mission. Officers are assigned 
te command of hospitals and other similar units or higher staffs, without | 
any training for such responsibility. The qualities of leadership, and 
ability to properly command and deal with the many administrative problems 
of a unit, mst be developed by training. If command of medical units is 
te remain as a function of the Medical Department, then we must provide for 
their systematic training so as to meet all the responsibilities implied in 
our mission. The selection of medical officers for other than purely pro- 
fessional assignments must be given the same thought as the selection of 
ether specialists, and they must be assigned to such duties for practical 
training. A medical professional background is essential fer such astign- 
ments. It must be understood that this does not constitute a misuse of 
doctors, unless we are willing to release all command, staff and adminis- 
trative responsibility and restrict ourselves to prefessional care of 
patients only. This would no doubt result in‘a question as to the need 
for the Medical Corps as a part of the Army and place medical service on 
a contract basis, Many medical officers who have demonstrated special 
ability and interest in this field of work, have requested and been trans- 
ferred for training in a professional specialty because of a feeling of 
less of prestige resulting from such other assignments. This must be 
evercome or the aceomplishment of the broad mission of the Medical Depart- 
ment will fail, Career planning of Medical officers must be primarily 
based on the needs of the Medical Corps and not on the individual desires 


ef each individual, he 
oe Le. LE 
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TRUE COPY EXTRACT - Continued - Colenel F. A. Blesse, MC, USA 


"j. It is believed that the training of specialists is beyond 
the needs of the Cerps. This should be given careful study to insure 
ceordination with actual requirements. The limited authorisation of 
medical officers for Station Hospitals does not permit the assignment 
of officers who can function only within the limits of a specialty, 
More attention should be given to the need for general practitioners 
and station hospital requirements. 


"ck. The training of Medical Service Corps officers must be care- 
fully studied and impreved. There will probably be a demand to reduce 
the number of medical officers required by the military forces and this 
ean only be accomplished by substitution of specially selected and trained 
Service Corps officers, They are not available at present and steps should 
be taken to select the best Medical Service Corps officers possible and 
broaden their training. Well planned training courses in preventive medi- 
cine, emergency treatment of casualties, and other duties not purely pro- 
fessional, may qualify many. of these officers as replacements. More must 
be sent to our higher level schools and the general morale and prestige of 
this Corps must be improved in order te attract better candidates ,###0 


Dats 
L. K.. Pohl, Colonel, BC 
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TRUE COPY EXTRACT (Letter, Captain F. R. Urban (MC) USE 
dated 28 April 1948) 


ene "(b) Professional and military emergency training programs 
within the Armed Forces. | 


*(1) There was an excessive amount of military training for officers, 
especially in the Army. It has been stated that in some cases the rugged 
training program was carried to the detriment of heakth. (Army) 


# (2) I believe a pamphlet about the administration, organization, 
and routine reports of the Navy Medical Department in the field, ship 
and shore establishment be issued to all incoming medical officers would 
be of help. 


"(3) Since civilian physicians are averse to si: aes aRWES: military 
training should not be over-emphasized. 


*(4) It has been noted that there was a non-availability of medical 
reference texts and prefessional publications for tactical medical officers 
of the Arny in the last war,” ##### 


“L. K. Pohl, Colonel, MC 
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TRUE COPY EXTRACT (Letter, Captain F. C. Greaves (MC), USE 
dated 17 April 1948) 


#tea® *Consideration should be given to the future of the Regular 
Medical Corps. Berhaps a modified V-12 pregram should be considered. 
Carefully selected first year medical school students in terms of 
physical and mental qualifieations might be enrolled in a Medical 
Training Corps on a basis similar to that of midshipmen and cadets, 
with regular medical school instruction given at government expense 
at the various civilian medical schools. Trainees could be required 
to spend a portion of the regular summer vacation periods receiving 
instruction in the military aspects of the Medical Services. Upon 
completion of the Ath year in medical school trainees could be given 
competitive examinations to determine their precedence within their 
class, after which they could be commissioned and ordered to duty as 
interns in Naval and Military hospitals. Such men would necessarily 
be required to serve.a specified period of time in the Medical Ser- 
vices before their voluntary separation would be considered. 


"Routine professional instruction of the great majority of 
civilian candidates for the Medical Services is probably unnecessary. 
They are as well qualified professionally as their instructors, preb- 
ably more so, since they have been practicing in a highly competitive 
field. More attention should be given to teaching them the military 
aspects of the Medieal Services. They should be fully indoctrinated 
in the fact that an Armed Forces Medical Officer is not only a phy- 
sician but a military officer as well and, as such, has definite re- 
eponsibilities and obligations which are distinct from those required 
in treating the sick and wounded. They should be instructed in these 
responsibilities. One of the unfortunate situations in the last war 
was the attitude of the Reserves toward their responsibilities in pro- 
moting morale by upholding discipline with justice and firmness and 
exerting the qualities of leadership toward their subordinates. High 
morale is a priceless ingredient of a military organization and it 
stems from discipline and leadership at the top.” **+## 


t 4 


ME OM 
L. K. Pohl, Col “> MC 
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TRUE COPY EXTRACT (Letter, Colonel Robert E. Peyton, MC, USA 
dated 19 April 1948) 


Saree, e Management is just as essen- 
tial to medical success as are the purely technical (professionai) 
procedures. The suceess of the medical service depends equally on 
beth. I am sure that the Medical Department, wnified or separate, 
cannot win a war, but I am confident that it can lose one, Wé had 
in the Medical Corps of the Regular Army in World War II abeut 1,000 
Medieal Corps officers who had the versatility to provide a management 
nucleus for 45,000 other Medical Corps officers throughout the world. 
If we eannot leok forward to proper and timely management and leader- 
ship we will fail as soon as we are tested. I firmly believe that . 
every regular medical officer should be given every bit of medical 
training in peace time that he can take, but on top of that he must 
be capable of leadership and staff understanding when the time comes 
that the Army must mobilize for war, This is of particular import 
when time is of so much more importance than formerly. In peace 
time we cannot rely on the emergency officer to do our professional 
work, and in war time we cannot rely on the emergency officer to pro- 
vide the management nucleus essential to success. Therein lies the 
key to our training. In peace time we are forced to a dual mission -- 
i.e., to take care of the sick and to train a management nucleus for 
war time. In order to do both these things, adequate provision of 
medical personnel is necessary, ####* 


L, K. Pohl, Balonel, MC 
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TRUE COPY (Extracts from Ltr Col. Harry O. Armstrong, VC, 16 April 1948) 


HH >. Professional and Milit Emergency Trai Program Within 
The Armed Forces. EE SEES reataceraoonaii 


(1) Defects: 


bid Insufficient medical personnel to permit wide 
Spread specialised training.. 


(b) Insufficient training in specialties required in 
military operations, such as plastic surgery and 


psychiatry. 


(c) Emergency training at military professional schools 
often on a "quota" basise. 


(d) Insufficient administrative officers trained to 
take load fron professional personnel. 


(2) Remedies: 
(a) Selection of key personnel for specialty training. 


(b) School assignments based on interest rather than 
the use of the “quota" systems. 


(c) General indoctrination of civilian components through 
extension courses or lectures. "se 


to 


LeX. POHL 
Colonel. KC ie 
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TRUE COPY EXTRACT (Letter, Colonel arthur B, Welsh, MC, USA 
dated 19 April 1948) 


street "“b, The Medical Department Mobilization Training Program 
in the Army Service Forces was well planned and well carried out. 
Inspection of technical medical training was denied The Surgeon 
General, For example, within the Army structure The Surgeon General 
couldn't inspect air force or ground force medical training. It 
was much easier to inspect the medical service of an oversea 
theater! The Army Ground Force Medical Section and Service Command — 
Surgeons! Office were too small for the jobs to be done. Arny 
zone of interior hospitals might well have ‘sponsored’ oversea 
fixed hospitals, 


"The Medical Department failed to provide sehools for treining 
higher steff medical officers, hospital commanders, and logisticians -- 
particularly those required for army, communication sone, zone of 
interior, and joint staff positions. 


"The Military Surgeon, a long established and esteemed position 
in military hictory, was almost overshadowed by ‘Fellows’ and 'Board 
members’, The pendulum swung too far toward speci@lisation, Pro- 
fessional courses in field medicine and surgery and in preventive 
medicine should have been given to more medical officers,” *#### 


" T. Ke Pohl, Colonel, MC 
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TRUE COPY (Extract from Ltr Wi. H, Michael, Rear Admiral (ki), USN Retired) 


WH Emergency training, I believe, was one of the weakest links in 
our utilization of medical personnel. As far as I know it was left 
entirely and without direction to the Senior Medical Officer and almost 
always neglected. At Long Seach Naval Hospital, I carried out this 
program for each newly commissioned officer reportings 


le Immediately reading in my office a 15 page article: "You're 
in the Navy Now," an article I wrote in 1940 for the purpose of ee 
reserves entering the service, 


2e Accompany inspection urttas until he had seen dll the 
hospital in every detail. 


3e Spend a day in each administrative office. : 
4e Reading of organization of the hospital. 


§. Careful demonstration of field and non-hospital procedures at 
weekly staff meetings. 


' Explication of differences between Naval medicine in war 
and civil ror ahaha 


Colonel, MC 
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TRUE COPY. EXTRACT (Letter, Captain R. F. Sledge (MC) USN 
dated 26 April 1948) 


suse "2, (a) Professional and Military Emergency Training 
Program within the Armed Forces. 


"Consideration of Training Programs for regular and medical 


reserve personnel in Chemical and Bacterial Warfare and in Radio- 


legical Defense for each Naval District should be considered. 
Such programs could be conducted by the Army, Kavy and Air as a 
joint program, Credit for time spent by the reserve forces in 
attendance could be handled in the same mamer as any other 
reserve training time. However, while the basic training for 
the three services is similar, there are principles of applica- 
tion peculiar to each requiring special training te meet the 
needs of that service therefore it is believed each service 
should be responsible for reserve training. | 

"Reserve Hospital Corps Officers or Medical Service Corps 
Officers should be assigned to the nearest Naval Medical Supply 
Depot for a two or more weeks training. The Naval Medical Sup- 
ply Depot, Brooklyn, N. Y. can accomodate from four to six such 
Officers at all times. A Reserve Pharmacist has just completed 
two weeks ef training and stated that his stay had been very 
profitable and instructive." ###+# 
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TRUE OOPY EXTRACT (Captain W. D. Small,(MG), U. S. Navy, 
3 dated 6 May 1948) 


eesse 83. Professional and military emergency training programs in the 
Bavy during World War IZ fell far short of what could have been done for 
adequate preparation of medical personnel freshly recruited from civil 
life. This was due in part to the fact that, at least early in the war, 
few of us in the regular Navy really knew what we were wp against, and 
there was too much misdirected and unorganized effort at indoctrination. 
There should be 


: (a). A continuous, watt taamakel: progressive, and, if advisable, 
repeated program of instruction for medical officers ef the regular 
Services to include 


(1). Professional subjects. 
(2). Military application. 
(3). Personnel management. 


The current courses at Edgewood Arsenal are a Long otep in the right 
direction. 


(>). an a course of instruction and tndoctrination of 
reserve officers as seen as called to active duty based on the sbeve 
training of regular officers. A modification of graduate training 
pregrams currently given in most Naval Hospitals could be raphe el 
employed. fo me, the most important point is that training shoul. 
given by those fully qualified to de Sd ws ask eee cs 
statements newly recruited reserves can respect. * Seeee 
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TRUR EXTRACT COPY OF INTERVIEW WITH COL MARY G. PHILLIPS, ANC, 27 apr 1948 


Seosseese 5, 8MRIGARIER GUmRAL NaRSin: Go you consider purely military train- 
ing necessary for a nurse as she enters the service; if sco, to what extent? 


COLONEL PHILLIPS: Yes, I do. ‘The murses, when they come in, are 
prepered professionally, but they know nothing about the military organization. 
I think that, had we been able to give them some orientation, their attitude 
im certain of our problema might have been different. They have to know some- 
thing about the regulations pertaining to their corps, the customs of the sex 
vice, and how to take care of themselves if they are out in overseas areas. We 
gave, I think it was, a month of basic training, and that certainly was not too 
much. in the early part of the emergency, we had just a short orientation, no 
formal program set up, whatever any of us, as older chief nurses in the Aray, 
could give them that we thought would be helpful, te them. It wasn't until 
Getober 1943 that we got our basic training program set up. ‘The nurses who had 
4% felt that they gained much from it. The nurses overseas who worked with the 
girle who later had the basic training said they felt those peopie came better 
prepared, and many of the returning nurses later on asked if they could go through 
the basic training. How we have a two months’ basic training set-up for all cour 
nurses who come into the service with no previous military service. I thint it's 
very important. 


REAR ADMIRAL ANDERSON: Where do you give the orientation training? — 

COLONEL PRILLIPS: Dewn in Brook General Hospital. 

REAR ADMIRAL ANDERSON: At the Hospital. 

COLONEL PHILLIPS: resh at Broek General Hespital where most of our 
schools are conducted. They are not assigned te the hospital; they are assign- 
ed to the se¢hodl. We had nine centers during the war, ome in each of the nine 
service commands. 


BRIGADIER GENERAL MARTIN: In that ecumsetion, was it necessary to 
provide training in the specialties within the Nurse Gorps for selected nurses? 


COLONEL PHILLIPS: It would have been helpful, but we were in no 


position te do it during the war and made use of their basic nursing training 


to meet our needs. In our programs now that we set up which we intend later on 
te open up to some of our reserve murses who may want to come in for a short 
period of service, we will have then ad; in certain specialties that they 
are interested in. im that connection, we had to set up training courses for 
anesthesia, They were very short courses, and those people did very well. We 
are retaiming some of them to allow them to meet the requirements of the Nurse 
Anesthetist Association. We could never have met our needs for —er 


without that program, *es+ese+ 
LK: aan 
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TRUE COPY EXT RACT (Letter, Captain Enmett, D, Hightower (MC), U. 8. Navy 
ag ot dated 21 April 1948) 


wort "(b>) \The Rescrve Medical Officers should receive more indoctrination 
and training in military metiods and paper work during time of peace and 
before an emergency arises, During an emergency, it would seem logical to 
retain certain younger regular medical officers in the United States for 
intensive trainin: in specialties rather than assign them to sea or fcrei;n 
shore duty, At the end of the war, the medical services would thus be 
strengthened when the Reserves are denobilized," went 

TRUS COPY EXTRACT (Letter, Brig. Gen. George R. Kennebeck, BC, Air Force 
dated 7 May 1948) 


annee*Tt is believed that in an emergency little, if any, formal professional 
or military training programs should be formulated for dental officers, 
These officers should be utilised to the maximum in the great amount of 
dental service that will be necessary and during the emergency should not 

be required to undergo formal training that will interfere with this 


primary mission. 


"Dental reserve officers in peacetime should be given professional 
training in military installations of at least one month each three years, 
During this month they should receive aufficient military and administrative 

instruction to insure efficiency in the functioning as a dentist in an emer- 
gency. In my opinion, funds expended in peacetime for purely military 
instruction, or medico-military training, of dental reserve officers is e 
waste of both time and money as well as resulting in the lowering of 
morale of the officers concerned. Most of such instruction received 
is seldom utilized by dentel officers in an emergency." ###t8e 


a volonel, 
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EXPRACT OF STATEMENTS MADE BY CAPT. BR. HERING, JR., (MC) USH OK 22 APRIL 1948 


AT IVTERVIEW WITH SUBCOMMITTEE ON THE EMPLOYMENT OF MILITARY MEDICAL RESOURCES. 


esse B, "J don't want to put the blame on anybody, because I realize that nobody 
eould accurately foresee what they were getting into. However, the most dismay- 
ing thing about this from my angle is that no steps are being taken to prevent this 
similar occurrence in the future. We are training absolutely nobody for amphibious 
medicine either for employment aFloat or employment ashore. There are no schools 
for this particular training; and what training they do receive is strictly hit 

or miss. For instance, in my organization now I am the surgeon in charge of all 
the Fleet Marines for the Ajlantic. 


fhe Army did certain things along this line, and the publications were 
avaibble to us, and that is in standardising treatment. You had just about as 
many types of treatment in various conditions as there were doctors. There was 
the handling of fractures under various conditions. We all know that perhaps the 
best treatment of a fracture is to get him up in an extension, and so forth. But 
there are certain places that you can't bog yourself down, in the forward areas, 
with 250 or 300 fractures in extension. So any doctrine along that line, as well 
as along an operational line, on the standardisation of treatment, in view of the 
fact that we don't have time enough in an emergency to pull these men in and give 
them these courses, is certainly necessary in my opinion; and is the place to 
teach it, I think, -- and I think it would be very popular, is among these civ- 


' dlijan people. Hot only wauld it be excellent for their prefessional development, 


- 


but 1% would bring them cleser to us, the Regular Service, if we do have thése 
courses available in certain areas — I moan large universities — and make these 
Seurses available to these people. 


fhis goes back to what I said about indoctrin: tion and morale. if 
these people are carried along with us in our developments and are more fully 
equipped to step in when they are needed, and have some idea what to expect, I 
think you will find that their morale will be 1,000 percent higher. 


Professional and military emergency training programs within the Armed 
Forces. Again, my experience has been with operational forces rather than with 
those forces in the continental limits. I feel very <trongly that we should 
not tie a great nuaber of medical personnel down with our operational forces dur- 
ing peacetime, However, we have to have trained personnel for those operational 2 
forces. ; 


It 4e not fair to the military or to the doctor himself to throw a man 
in untrained. I have written a plan fer particular training of personnel in my 
field of endeavor, amphibious medicine. It was submitted 14 years ago to the 
Bereau, and to BuPers. Briefly it is this: that if we could, during the period 
of our yearly mqneuvers, assign medical personnel, both officers and even enlist—- 
ed. men, to bring us up to strength, and have an indoctrination period of 2 or 3 
weeks and accompany the military, on the maneuver -- for, after all, it is there 
that you lean the stuff in peacktine, as much as you can -~ and then pgssibly 
two weeks after that for critiques to gain any new ideas, as that new blood coming 
in might have new observations, and then possibly an interview by a board with 
the ultimate view of qualifying or earmarking euch personnel, as seem to have the 
necessary attributes and that take an interest in this, as field medical men. ; 
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“ EXPRACT OF . .TEMENTS MADE BY CAPT. E.R. HERING, JR., (MC) USN 01. .2 APRIL 1948 
AT INTERVIEW WITH SUBCOMMITTEE ON THE EMPLOYMENT OF MILITARY MEDICAL RESOURCES CONT. 


Right now nobody is being trained. On the other hahd, I am tying up possibly 5 or 
6 more medical officers than I need because I am taking what I can get. In other 
words, instead of telling the Bureau what I can get along with actually, for med 
ical: needs 4 or 5 less personnel, because I am right under the gun with my outfit 
I naturally want to keep myself up as near as I can to the absolute strength. in 
‘the long run it would mean a saving of 50 percent in my outfit alone, if I could 
- have a minimum of 10 medical officers assigned for a period of 2 to 24 months. I 
- feel that we could give them the basic indoctrination and demonstrate for them the 
employment of forces in the field. ‘hen we could earmark certain personnel who 
have the interest. We could take those people and send them to our staff schools 
for further training; and in the end we would have what I am leoking for -- train- 
ed staff medical officers. We would be doing away wit a let of the unhappiness 


that acrues when you take a man and etick him in a dispensary for glong period of 
time, *#eescense RST nat ig lies 
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- EXYRACT OF ST MADE BY COLONEL OSCAR S. REEDER, MC, USA, ON 15 APRIL 1948 
AT INTERVIEW WITH OMMITTEE ON THE EMPLOYMENT OF MILITARY MEDICAL RESOURCES. 


weeee"(B) 1, I really don't believe that he should. They have have an instructor 
geo to the wnit and give basie military training that is needed but not for then 
in large concentrations. 


*2. When officers are inducted inte the service provision should be made 
to teach them traumatic surgery, preventive medicine and radiation injury. 
This should be done in the mit. 


®3. I don't believe correspondence courses are of any overall value to 
dectors in civilian life because they don't apply themselves to then. I think 
they could be taught better after they enter the service. 


*4. I don't believe that extension courses were utilised to the fullest 
extent. They could have been very valuable ee 
didn't have a tendency to work at it. 


"5. I believe it would be better for enlisted men to be indectrinated 
into centers. I believe it is necessary. ‘ 


"6, I don't think we should be willing to accept lewer mental grades be- 
cause they are of very little value to the Medical Department. Their proficiency 
as technicians is very low and if we have to take a share I think it should be 
absolutely minimum. A lot of people thought during the last war that they could 
ee ee eke 
tion they could not carry out their work ,"##1H# 


suete"8.T believe that once a soldier is accepted by the Medical Departaent 
and has worked there for a while he should not be transferred. If we transfer 
them out we have to transfer them in. Wen with line experience don't adjust. 
very well to the Medical Department. I think to have this implemented there 
sre a ies et anced « Maine hipaa ig oi eceasr S GS 
bE mS 


; 
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Extract of Statexents made by Brig Gen Robert C. McDonald, MC, USA (Retired), 
21 April 1948, before the Subcommittee on the Employment of Military Medical 
Resources» 


winRegarding the second subject, "Professional and Military Emergency Training 
Program within the Armed Forces." 


"Professional training of medical’ specialists in W.W.II, lagged behind 
requirements. Courses were too short, while on the other hand, military emergency 
training was more than adequate for mary medical specialists." 


I think we ought to give minimum military training to our specialists, those 
who are already qualified, and the maximum of professional training. 


I recall that I felt that my neural surgeons weren't well enough trained. 
They started in to do the neural surgery work after the advance into Europe 
from England. We got many of those cases and they were very difficult cases, and I 
had very young men doing that work, and it was almost impossible for them to 
keep up with theme They did not have the —— perhaps not the basic ex 
perience to do the work well. , 

I think that we shou d estimate our veanivenenis of these highly-trained 

technical specialists as far ahead as we cane We undoubtedly have that pretty 
well done now and could call them into the service in time to give them post- 
graduate or refresher courses in their technical work s0 that when we do need 
them we would have them ready. At the time that they completed their training, 
if they were not then needed in the service, they could be returned to civil life 
and form a reserve . "dri 


I certainly do favor the establishment of same sort of an institution which 
would collect, evaluate, develop, and disseminate professional knowledge and 
recent advances in the medical military fields. 1 don't see how the best advantage 
ean be made of these advances unless we can,have a well-organised efficient orm — 
ganization to do that work for use 


I don's know right now where you could go ~~ find the advances in medicine 
for the past years. I know the only place that 1 wouid go would be the World Ale 
manac, and there you would find a list, a page or two, of advances in medicine 
and surgerye Some medical journals may publish that, but I asain ever se6 
anything of that nature published. 


I am heartily in favor of the collection, wraduniion. development of all 
of this research information and its dissemination to the proper institutions 
of the armed forces. "wnt 


"De you consider it necessary to give all medical officers a basic military 
course on entry into the service# If so, how long should it bes Should it be 
restricted to certain ranks, say below majors? ‘Can this course be given at other 


. than training centers, such” as hospitals, units, etc.?® 


Basic military training for medical specialists should be very brief and . 
ean very well be accomplished at hospitals and other medical units without the 
necessity of sending the officer through a basic training camp. I think much 
time of specially trained eof eae of Fayed | wasted in World War II by having te 


undergo long courses of 14s 
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What professional training, if any, is necessary for all medical orticers on 
entry into the service? Did we assume too much knowledge in that category in military 
surgery, preventive medicine, etc.?* 


Certainly evaluation of the professional training that a medical officer has had 
should be made when he comes into the service, to determine whether or not he is 
qualified as registered in the ‘ational Registry, for example, if we have onee 


‘I think we did assume too mach knowledge in that category. A military surgeon would 
' come in, in preventive medicine, in many cases. 


"Under a National Registry do you think we could set up a correspondence course 
of worth for all medical officers during peace which would cover the purely military 
phases of surgery, medicine, preventive medicine? Would this elgiminate the need for 
professional training on their entry into service7*® 


I do not think that a correspondence course should be set up for each peraon 
in the National Registrye It should, however, be provided for each applicant who 
applies for the course and certified that he will go through with ite I think a lot 
of money and time would be wasted on perhaps two-thirds of theme They would throw 
it in the waste basket and cuss you at the same time. I believe it should be done 
for those who are interested and want it, and not forced upon otherse 


"Say the Organized Reserve." : 
That's righte It would reduce the time required for professional t 
when they come into the service, and in many instances probably eliminate ite 


mWhat is your opinion as to the demonstrated value of extension courses for 
reserve officers?" 


Very low value. I don't think. vase have been worth the money, in paper, 
that they cost at all. 


"For enlistad men «= do you think a basic course in medical subjects is 
mandatory? At training centers? On the job?® 


I believe the training system that we had, of giving basic courses at our 
various medical schools, was very valuable. I don't think they could get the training 
on the job at al and have the hospital, where they are getting its operate with 
any sort of efficiencye” se : 


‘Did our training programs for enlisted =e prove of value? If nes 
what do you reconmend?* 


It proved of great value. I recommend that it be continued with such modifie 
cation as progress may indicate ."s#HHH 


-“Do you think our separate residency training programs in the federal 
services would be improved by more closely coordinated effort?® 
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Yes, I think it could be improved. ™HHuHus 
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ee (ixtpact of statements made by Colonel Thomas J, 
Hertford, MO, USA om 23 Apr4l 48 at interview 


with Subscemittes on the Employment of Hilitary © 
Medical Resouress) 


wie "bh, Insofar as basic training, we have a large reservoir of 
people now who have had som nilitary training, but I believe that 
@ short course of indoctrinstim is necessary for everyone if for no 
mir Bagavomll- yo esclvedp etsy owreag ahs Rises piper mig erie 
eitsslinegiaaes because we are still going to operate within the 

of the services. 


X don't think we oan hove a seperate moal APxy, end a Wittie 
training is moessary, If they haven't had it, they have to haw it, 
I don't think it has to be too long, I think a lot of {t could be 


specialists «- and I am talking about specialists, consultants, and 
wo forth - porhays « week of indoctrination for those officers whe 
ee ee ee ee eee ee 


I think thet the civilian inetitutions can end should cordudt 

@ good many of our courses, but for more along military lines and for 
the digestion of the large amount of material that is avatlable, which 
we haven't done too mich with, I would think an institution like that 
a especially if 44 were a joint pepe: of 
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aah, ie have been very interested, especially when it come 
to radiologiesl defense and matters of that nature, in 
eivilian profession rather looks to us to give them some assistance 
but the job is a little too big for us right now and we he 

trained our own instructors along that lines but when ze do I think 
we owe it to the civilian population to assist then, which this 
fnatitution would, and with their help 4t probably would be of much 
greater benefit to everybody, *#HteH’ 
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RUE EXTRACT COPY OF MEDICAL SUPPORT OF THE USAAF IN THE EUROPEAN THEATER OF OPER 
ATIONS. HISTORICAL SECTION - AFTAS. 


eeeeetes B. "Likewise, the cause of more efficient training and closer liaisen be- 
tween air force medical staffs and those of the general hospitals were promoted, — 
beginning in 1943, by the pericdic assignment of Air Forcemedical officers to gen- 
eral hospitals on temporary duty for thirty days. Here they had an opportunity 

to refresh themselves along professional lines and at the same time become ac- 
quainted with some of the innovations in medical science, This tour of duty was 
of special value to medical officers in the field. In December 1944 a clinical 
post-graduate hospital tour of duty (extended from thirty to forty-five days(in — 
March 1945) was arranged for Air Force medical officers. Authority to train Air . 
Force Medical Department enlisted men as medical, surgical, laboratory, and x-ray 
technicians in United States Army Communications Zone hospitals was granted by 
Headquarters, European Theater of Operationg,’‘on 3 March 1945. Gpeelally quali- 
fied hospitals during 1943 and 1944 conducted 3-day courses in “piaster of Paris 
technique" for selected medigal officers, one usually being chosen from each oper 
ational station. During 1944 the Sl2th (US) Station Hospital opened a 6-day course 
in neuropsychiatry which stressed the importance of early recognition and initial 
treatment. The hospitals also set aside periods to instruct Medical Department en- 
listed men in operating room and laboratory technique, medical nursing, physio- 
therapy, pharmacy, and radiclogy. The medical officers at the various Eighth Air 
Force stations instituted a continuous training program designed to qualify capable 
enlisted men for MOS ratings. Sixday courses were offered emphasizing the prac~ vs 
‘tical phases of chemical warfare and the proper methods for treating gas casualties. 


Eighth Air Force Central Medical Establishment. fhe most determined and 
successful efforts to overcome the lack of training on the part of Air Force per- 
sonnel in the medical aspects of their duties and ebligations were manifested in 
the establishment and maintenance of an institution known ef first as the Eighth 
Air Force Provisional Medical Pield Service School. It was authorized by the 
Commanding General of the Bighth Air Force on 24 Max July 1942, activated by 
General Order No. 14 six days later, and officially opened by Colonel Grow, Bighth . 
Air Force Surgeon, 1@: August 1942, at Pine Tree, England. It was designated the 
Eighth Air Force Gentral Medical Kstabliehment 9 Hovember Sates by General Order Ho. 
205. 


Operating under the gencral supervision of Col. H.G. Armstrong, the 
establishment was divided, primarily for administrative purposes, into five unite, 
namely, the 41st Altitude fraining Unit, the Psychiatric Unit, the Research ani 
Development Unit, the Central Medical Board, and the School Unit. The task assign- 
ed to it was a heavy one involving great responsibility. A survey conducted in 
1942 revealed that approximately two-thirds of the medical personnel assigned to 
the Bighth Air Force had had no previous training in aviation medicine and that 
many were without military training and experience of any significance. In Feb- 
ruary 1943 it was reported that only 10 percent of those assigned to the tactical 
wnits had been trained in aviation medicine. The need for stich training was ne 
theoretical postulate. Untrained medical officers could not indoctrinate flying 
persnnel in the physiology of flight and 4each them the proper use of protective 
flying equipment. Lack of training in matters of this kind was held directly 
responsible for the loss of three 4~motored heavy bombers and ten airmen within 
a period of a week or so during the latter part of 1942, and for — serious 
accidents up to that time. 


* 


fhe primary purpose of the School Units was to provide the basic courses 
and instruetionel facilities needed to indoctrinate Air Force personnel, espec- 


fally medical officers, in the physio ology of flying ani in the use of protective 
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TRUS EXTRACT GOPY OF MEDICAL SUPPORT OF THE USAAF IN THE BUROPEAN “HEAT’R OF OPER 
APIONS, HISTORICAL SECTION ~ APTAS, CONTINUED: 


equipment. fo this end a number of courses were organised. The Medical Officers 
Indoctrination Course was devoted almost entirely during 1942 to instruction in av- 
dation medicine. Thereafter, because most of the incoming officers had graduated 
from the School of Aviation Medicine, the emphasis was shifted to the most recent 
discoveries in military and aviation medicine and to the special problems being en- 
countered by Bighth Air Force personnel. Some instruction was devoted to the organ- 
isation of the Air Force, the sources of medical supplies, the location of hospitals, 
and other similar matters caleulated to orient them in their gen:ral duties. At the 
direction of the Surgeon of the Eighth Airforce, courses for flight surgeons were 
given at intervals between August 1942 and March 1944. During this period 902 
flight surgeons and 36 medical officers enrolled for the training. ‘The training 
facilities of the Unit were not restricted to medical personnel. Initial courses 
for oxygen and equipment officers began 7 December 1942, "eeseeseenexe 


Kibuk Colonel, KG 


le K. 
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RUB EXTRACT COPY OF MEDICAL SUPPORT OF TH USAAF Ih 1Hi BUROPEAN THEAT“R oF 
OPERATIONS. HISPORICAL S°CTION ~- APTAS, 


Seennex B. "At approximately the same time (July 24) the Comuanding Generel of 
the Bighth Air Force authorized the establishment of a Provisional Medical Field 
‘Service School for the training of Bighth Air Force medical officers in the ele- 
ments of aviation and military medicine. 


fhis action was a serious blow to the Surgeon of the Eighth Air Force. 


He wrote that the memorandum fagm the Headquarters, ETOUSA, Office of the Surgeon, 


to G-3 recommending disapproval of the proposed fable of Organization for the 


schoel “indicated that the originating agency has little conception of the require- 


meats for an adequate Medical Service for the Air Forces in this Theater of Oper 
ations" and manifested "a total disregard for the welfare of Air Force Combat 
crews". In substantiation of this opinion, he quoted the following statements 
from the memorandum and commented upon them to shew that they were “contrary to 


facts" and utilised reasons for recommending disapproval that were "entirely foreign 


to the matter at hand". “Para 2a ofthe above mentioned memorandum states: "The 
training of flight surgeons is a responsibility of the War Department at home in 
the School of Aviation Medicine®*. 


Records of this office show that 76.1% of the medical officers thus far 


sent to this Pheater of Operstions for duty with the Air Force to date have not been 


trained as Flight Surgeons at home in the 8chool of Aviation Medicine. Tus the 
foregoing statement is a criticism of the War Department which, according to the 
above, quoted statement, has not met its responsibility in this respect. fhe 
fact that the War Department, due to circumstances beyond its control, has not 
been able to train the required number of Flight Surgeons does not relieve its 


representatives in this Theater of Operations from fulfilling their responsi bilities 


in this regard. 


The Weed ms Medical Training. The first few uonths of aerial warfare 
drought to light astounding evidence that Air Force personnel, incl uding the 
medical staffs, were not adequately trained in the medical aspect of the duties 
for which they were responsible. A majority of the medical officers had had no 
training in aviation medicine and a considerable utmber of them had just entered 
military service prior to arriving in the Buropean Theater. Furthermore, there 
were toomany high ranking officers in higher echelon positions who were Qgotally 
lacking in the proper perspective and knowledge of the problems" that confronted 
tactical units. Lack of understanding on the part of flying personnel concers- 
ing the care and use of protective body armor, oxygen cold and first-sié.equip- 
ment accounted for the loss of lives and planes. 


Knowledge and ability to apply the elementary principles of first aid 
were not always found among the Air Force crews. it was gencrally recognized | 
that if a "representative propertion of the medical department enlisted men were 
well trained, higher caliber individuals" and basics assigned in sufficient 
numbers to meet work requirements, the detachment personnel could be reduced 
one-third and at the same time be more efficient. 


Several factors were responsible for the fact that 65.9 pereent of the 
Air Force Medical officers in the European Theater at the beginning of the war 


were not qualified to perform their duties. Inthe first place, as suggested above, 


many of them were shipped across the Atlantic almost immediately after having 


‘RESTRICTED! es 


@ 


RESTRICTED 


RUE EXTRACT GOPY OF MEDICAL SUPPORT OF THE USAAF IN THE EUROPEAN THEATER OF 
OPERATIONS. HISTORICAL SECTION ~ AFTAS, CONTINUED 


entered military service and without any previous training in the physiology of 
flyimg. Secondly, a majority of the officers assigned to the European Theater 
were "not of a type basically suited" to become flight surgeons. In the rush 
of expansion the emphasis was placed on "numbers rather than: tity*® wrote the 
Air Surgeon. A mistake "in concentrating everything on the idea of the flight 
surgeon being a ‘hail fellow well met,' instéad of a professionally qualified 
individual". 


In the third place, the training provided at the School of Aviation 


. MeG@cine, Randolph Field, fexas, was inadequate. It was estimated in January 1942 


that "99% of the efforts" at the School were “in the direction of the 64 examin- 
ation,” in spite of the fact that it was then apparent that the ability to con- 
duct such an examination was of "relative unimportance in actual warfare in the 
combat zone except on gare occasions." Yurthermore, other aspects of the course 
were usually responsible for the hospitalisation and treatment of the seriously 
411. Im the combat zone, knowledge concerning sanitation, records, the defense 
against chemical attack, the organization of airdromes against enemy bombing, 
and the ability to indoctrinate combat crews in the physiology of flying and in 
the use of pretective flying, equipment were of utmost importance to Air Force 
medical officers. The latter two, wrote Golonel Grow, could not "be over-emphas- 
ised and are the weakest points in our training of medical officers in Aviation 
Medicine". The need for more "tactical training® for flight surgeons had long 
been obvious. 


Training Program Established. Perhaps, the most successful endeavors 
to overcome the shortages of medical personnel were not manifest in efforts to 
secure more medical officers for the Air Forces or to provide more flexible 
fables of Orgenization, but in the determined and concentrated efforts of the 
Surgeon of the Eighth Air Force, Col. Malcolm C. Grow, to provide training fac- 


‘ilities for the medical manpower he already had under his supervision. The ob- 


jective of the Eighth Air Force medical training program was to improve both 
the professional training of Medical Corps personnel and the indoctrination of 
non-medical personae] in preventive medical measures and simple emergency thera- 
peutie procedures. Medical training echedules for Medical Gorps personnel were 
at one time submitted three months in advance by all units. Schools were estab- 


}4asbed to train medical officers in special fields of aviation medicine, arrange- 


ments were made for them to take courses offered in British schools; and, in 
order to keep them abreast of the advances being made in the application of sil- 
itary medicine, they were given temporary assignments to general hospitals. The 
reading of medical publications was encouraged and societies were organized te 
promote discussion of timely topics. 


An Allied Forces Dental Society was organized to promete professional 
and social relations between dental officers representing various nationalities. 
After the formation of the Inter-Allied Medical Society, monthly meetings were 
held at the Royal School of Medicine to promote professional interests, and dur- 
ing 1944 the Eighth Air Force attendance allotment of five officers for these 
meetings was rotated to representatives of the major subordinate commands. VWum- 
erous medical officers were admitted as fellows to the Reyal Society of Medicine 


and attended its meetings. 
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First Aid, Use and Care of Protective Equipment, and First Aid for En- 
listed Hen and Crews. ‘fhe emphasis placed upon the training of commissioned 
officers at the Central Medical Establishment should not be allowed to completely 
overshadow the importance attached in the Buropean Theater to completely over- 
shadow the importance attached in the Buropean Theater to the training of enlist- 
ed men and crews in first aid, night wision, and those elementary principles of 
aviation medicine which they would ordinarily be expected to apply under numerous 
and varying circumstances. The indoctrination of combat crewmen by medical oeff- 
icere in first aid, oxygen, protective clothing, and the medical aspects of ditch- 
ing was a continuous process. | 


Institution of Training for other Theaters of Operations. As the end 
of nostilities in Burope approached, the Medical Department of the Air Forces 
in Europe tock steps to indoctrinate the medical officerg.on the problems which 
would confront them in other theaters of operations. In April the Medical Section, 
USS@&F in Europe (Rear), in cooperstion with the Surgeon of the Eighth Air Force, 
made plans for the establishment of the Medical Redeployment School at Bryanston 
Square, London, within convenient access to government mess and billets. Glase- 
rooms end special equipment were secured. British civiliens familiar with climatic 
conditions in the Far Hest and the prsectice of tropical medicine and medical off- 
icers from the Army Air Forces operating in the China~Burma-India Theater and the 
Par Zast Air Forces were secured to instrect and act in an advisory capacity. The 
echool held a tetal of five 3-day sessions. Each was attended by fifty-five med- 
ical officers, 2, on an average, being chosen from each station and unit under the 
technical command of the USSTAF. .The courses covered such subjects as personal 
headith inthe jungle, medical and administrative problems in eastern theaters, in- 
testinal parasites, diarrheal diseases, food inspections, serab typhus, malaria, 
inset control, water inspection, psychiatric screening, air-sea rescue, personal 
equipment, sustenance kits, homologous serum jaundice, and the transportation of 
yeta. Fhe lectures and informal discussions were supplemented by ee olin 
lantern slides, posters, and exhibite of various Kinds. 


In addition te the training provided in the school, the gainktazy, Engin- 
eering Section prepared a bulletin on the nature of the various communicable dis : 
eases prevalent in the Pacific and CBI areas and the precautionary measures which 
should be used to combat them. Information on veterinary problems in the Pacific 
Theaters wae gathered and distributed te the mite going abroad. sereennees 
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eeseesen B, "Phe training of the majority of Flight Surgeons did not equip 
them with the fundamental knowledge required to solve successfully the many 


problems in military and aviation medicine which were encountered in these 
theaters. 


fhe training of the majority of Flight Surgeons did not prepare them 
to cope properly with certain fundamental problems in military and aviation 
medicine encountered in these theaters, "ssesee8 
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TRB COPY BXTRACT (Letter from Captain W. ©. Baty, Jr., (MC), Ul 
dated 19 April 1948) | 


esses ©6—,_sdIm view of the possible war requirements of anval medical 
service, it is believed most desirable that as many medical personnel 
as personnel ceilings will permit attend an indoetrination course ia 
the medical aspects of amphibious warfare. Such a course might well be 
established ae a joint armed forces project. This recommendation is 
made in view of the difficulty encountered by the Bureau in meeting its 
obligations during the last war and in view ef the very limited nuaber 
- a officers and enlisted men now famiifar vith Wedieal Field 

6 ee." BRS eB 


f | | 
L. K. Pohl, Golonel, MC 
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TRUE COPY (Extract Ltr Albert Te Kalker, Captain, “0, USN, 26 April 1948) 


sere “Hith respect to professional and military emergensy training procrams 
within the Armed Forces, I believe a great deal of this should be accomplished 
in the medical schools and after gradustionwhile medical officers are in a 
Reserve status as stat-d above and should not be left for the emergency period 
when the services of all medical officers are going to be required on a full- 
time basise During the last war, we had too many ee ee 
trudetisn ove raeis Gad bles venice nary Making wich nth thees of wr ia the 
field with insufficient help to handle the casualty and epidemiological problems 

« Training should continue throughout the medical student's fall eouree 
ee ee nr 
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TRUE CO°Y intron’ Ltr Me Co bile: Major General, Ue 8. srny, Retired 19 Apr 48) 


tt" (>) Professional and earache emergency training programs within the 
Armed Forces. 


It is my belief that it is highly necessary to give men 
training as was done in the military cmergency training 
programs during the last war. Many of the men taken in 
do not understand the profession of arms and should have 
an education that would integrate them with the armed 
Forces. Professional training has been given these in- 
dividuals, and I think it is a duplication of effort 
during an emergency to give any further training of 
this type, except in so-called tropical medicinee Such 
a school was established in the mais — 
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RUB COPY EKPRACT (Letter from Rear Admiral A. H. Dearing (MO), USE 
dated 26 April 1948) 


eeees *(») Professicaal | and eCster emergency training programs within the 
Arned Forces. 


The writer observed several instances in which promising young surgeons 
were placed under the training of older and experiensed individuals in Naval 
Hospitals, upon the request and recommendation of the Medical Officer in 
Gommand of the hospital, only to have them ordered away within a short period 
after starting their training. ‘This created an impression among the experienc- 
ed specialists of the Reserve who was oalled upon for training these nen, 
that the detailing autherities in Washington did not have any firm policy 
with regard to training. * 9966 
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TRUE COPY EXTRACT (Letter, Colonel R. FE. Stone, MC (Res.) Air Force 
dated 22 April 198) 


seene “When men in the service are needed for advanced 
training, feel that more careful consideration should be given 
to the selection of that personnel, Only have knowledze of 
personnel sent to the School of Aviation Medicine for training 
in Flight Surgery, It is my conviction that too often a Base 
Surgeon used this means to cull his staff of the less desirable 
personnel and those persons with the personality, tact and 
- ability to make goed Flight Surgeons were thus deprived of the 
training. In the end, it was the Medical Service of the Air 
Force that suffered from such a practice." ##1## 
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TRUE COPY EXTRACT (etter, Colonel Earl Maxwell, WC, Air Force 
dated 19 April 1948) 


wenee "3. In general, it seemed that the Commanding Officers of 
the hospitals coming overseas had had insufficient training, but the 
remainder of the personnel were well trained. Therefore, it would 
seem indicated to give Commanding Officers additional training.” **#** 
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TRUE COPY EXTRACT (Letter, Colonel C. J. Baker, MC, Air Force 
@ated 22 April 1948) 


##et "bh, An indoctrination period of training, both professional 
and military, should be attended by all who are commissioned directly 
from civil life with no previous medical reserve corps training. Courses 
should be on a different plane Bor well qualified specialists who will 
serve only in hospitals or as consultants; their course should be de- 
signed to familiarize them with military procedures and methods only. 

It is also sy belief that a comprehensive course in military medicine 
should be included in all medical and dental colleges." #### 
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TRUE COPY EXTRACT (Letter, Dr. Martin Karr - dated 3 April 1948) 


"As far as indoctrination is concerned, I think this could well 
be taken care of by making it mandatory for this group to attend classes, 
either one a week, or in the evening, or twice a week, or any other 
stated time, so that they would be up to date on the Army's latest 
practices and problems so that if they were moved from San Francisco 
to Berlin, they would still be able to carry on and not be as civilians 
who would suddenly have to find themselves all over as far as an Army 
routine is concerned.” ) 


L. K. Pohl, Colonel, MC 
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Seaterae® B One surgeon suggested rather caustically that 1t should be com 
puleory for the cowmending officers to attend these schools, for it was his 
"experience ... that lack of appreciation of the problem and interest in appli- 
cation of control meesures by commanding officers has been and continues to be 
the most apadewe cause of the breakdown of malaria ZG RGt He sseee 
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SUE SOPY BATRACE (LIR FAOK DA. eS. HOFIMAN DTD 13 KAY 1948) 


oeeseese®, “lt appears to me in the final analysis failures ia thie connection 
were due to the lack of intelligent indoetrin:tion and orientation of tae war 
tise inducted Reserve Hadiiul Officers, Ti.is opinion wuld appear to be verified 
ia the few exemples of peoper iadectrination noted. In these instances dis- 
satifsstions were infrequent. The oft heard exoase was, of course, that cs vere 
observing too wany fine, capable Reguler Officers with unusualiy heavy demands 
on their tine and exergy who «till found theacelves able to advise ani ielp 

gone of the ecnfused Reserve Officers under their command, The chief difficulty 
arises fro the fact that uo wheres ia tie peacetine training of tae regular 
eervicss are officers taught that in the event of war wany thousands of civilians 
will be inducted inte the fo:ces and since it is aot feasible to eadoctrinate 


_@ large ,roup of civilian doecters ix peacetine this responsibility must always 


devolve uson the Regulars. It is essential, therefore, thst ian peacetixe Reg- 
alar Officers must be trained to understand the elements of the problem sad be 
adequately prepared te effect a rapid yet thorough and intelligent indoctrina- 
tion of tiese civilians after induction. Im the past, although the pattern has 
been repeated with every war we have fought, this item of training has been 
neglected and the regular foress are caught short esch time without the "knew 
how® whea var begins. Implicit in this breakdown is net oaly that tis degular 
fails to do his best job in war time, tut he cresies a large aad inflesatial 
pescetine group thet is antagonistic and even hostile to the Armed Forces 
during peacetinze. } 


In closing 1 sight say for the record, thet wiile inotances ef ia- 
adequscies on the part of Kkeserve Officers was practically unheard of, never 
theless it is conceivable thst someviers in this large €*%p there may have 
been a stapid ass whe did not contribute subctantially te good relationships 


“yA 


SMTRACT OF STATE 
CoLone Fedarta ®, Westarvall MO, U.8.A, on 22Apri1 hh i sekeovlis 
th Subec ne kuployment ¢ Litary Medical Resources 


- exvwn (3) 1, I certainly do think it's necessary to give all medical 
officers a basic military course on coming into the service, I have had 
little experience in training medical officars in wartime, I don’t think 
they need very much, I think that it can be brief and informal and possibly 
even could be given at their original station, I don't think it needs te 
invelwe hacding tegether large groupe of these people for a month or tre 
and having them pack their equipmeat around and pitch pup tents, 


"That gounds like @ quibblling anewer, I don't mean it that way at 
all. rtathlleconenge! Heelan coe ays aera Sig » and to the point, 
and I belisve in most instances at least can be given at whatever station 
the medical officer is being sent te for his original assignment, and it 
shouldn't be restricted to junior officere. Everybody should get it. 


"I can't answar Ho. 2 at all, 


"Ho. 3, yin eae I had the extension courses 
for a Little’ while at Grant. I doubt if extension courses on purely pre 
Leasional»type construction can be made sufficiently instructive to justify 
the effort that is entailed, By that I man I don't think that we can kesp 
at our schools, or at places where we prepare these courses, doctors and 
reviewing officers whe are sufficiently up te the minute professionally and 
ee ee eee 
paring professional~type courses, 


®As far as professional training on thelr en inte the service, 
that, I think, is entirely an individual question, doen't believe that 
I can make a general statement as to har mich professional training these 
doctors need when they’ come in because it depends upon their background 
ee eee Se es Oe ee ee 
service, 


*)(B), Ae far ae the demonstrated value of extension courses for 
reserve officers, I believe it's ahom to be as a 
type of training given to reserve officers. I + 
what they put inte it. I think that @ person who exposed te training 
(-iyrrsori otemngadl cava haat ateal mienstinne ee A wis 9050 8 2 
the time, 


"X think that extension courses for reserve officers should be given 
in fields in which they can’t readily get the material locally, and I think 
ee en ee ee 
for the reserve carps, 


ST think it ie still subject te decision at higher level whether the | 
extension courses new being given are going te credit a man toward promotion | 
or scathing else," 
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AXTRACT OF STATEMENTS (ADB Of 


Colonel Frederic 3, Westervelt, Ls _U,8.A, on 22 April 1948 at interview 
Lon 3 pcomn 7: i tne mip.Loys & © ki tary Hedica, te8 Curces 


*J dontt believe they know that yet. I think a man who tekes sane 
thing like that, that consumes a considerable lot of time, should know it's 
part of an over-all training program which leads him toward consideration 
for promction, I think courses that are properly written and intelligently 
graded are of considerable value, 


"6(3), Yes, I definitely think se, I think the only way you can . 
mike a uedical soldier te to train him, and I think that that is different 
from the officers because the officers have professional background when 

_ they come in, ‘These people come from all walle of life and fras all sorts 
.of avocations in trades, and many of them have had no medical connection 
whatecever, and all of a sudden they find themselves in the medical de- : 
partment, I think they should have a very definite concentrated and thorough 
cours®, starting at a training center and — aslong as they are in 
the service on the job, *sn# 


"8(B) Yes, It's one of the projects we have right now, is how can 
we keep our Army medical men from being disaipated fram being pushed inte 
all sorte of cther fields, and we have just finished a staff study on 
that in which we have recoumended very strongly that regulations be ree 
written to protect the adi sok Gupartaesh enlisted man, “sHHt 


‘8(M) 12, ZX think in anewer to No, 11 that training facilities in 
armed service hospitals for selected civilians would definitely engender | 
better mutual understanding of our problema, Understanding of prob] ems 
always tends to iren cut difficulties which are met caused | oy lack 
of understanding of other people's eRe aE ES 
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weeeeeees B, "Professional and military emergency training programs with the 

Armed Forces" - The over-all need is a continuity of the program to a definite ond. 
I have seen many training programs started but none finished. Policy changes so 
fast that we never were able to maintain continuity of any single training program. 


i speak of that particularly with respect to our own branch in pathology. 
We have tried uany ways to train them, but the men would be pulled out and pet on 
something else. I think that's one of the reasons for dissatisfaction. 


A permanent board of service and nonservice personnel who would be qual- 
ified directors. Probably not more than one replacement a year might produce con- 
tinuity of program. Screening of personnel early to avoid waste of time on inept 
personnel. I feel strongly that the time we need to weed our officers is when they 
come up for their first promotion, and I always have felt strongly on that. The 
time to get rid of a man is after his first three years of service when he comes up 
far captaincy. The time to get rid of a resident is in the first three months. I 
recently had one for two years. I tried to get rid of him for a year, and Icouldn't. 


i think that everyone supervising personnel should try to weed out the ones 
that aren't going to make good early. We waste time on them which we could mich 
better apply to someone better qualified, 


Of murse the old one of avoiding imglation in stagnated or inactive posts. 
Avoid purely administrative medical men by returning them back to professional duties 
periodically. Thet is diametrically opposed to General Hawley's idea of an admin- 
istrative corps. I feel very strongly against that. I don 't believe we will ever 
do any good to the services by having a purely administrative corps of medical men, 
I mean; men who become only what the services commonly used to call "brass hate®, 
If that is to be done, we are so definitely going to divide the corps into a pre~- 
fessional and an administrative group that they would become two distinct corps. 
If we need a corps of only professional men just to take care of sick and wunded; 
train the men in those hospitals to take over the professional duties of the 
seuvices. 


However, I feel that you cannot separate a professional knowledge of 
mopration of medicine from the administrative phase of the work. fhe minute a 
man loses his professional attitude and becomes entirely administretive, he cannot 
unierstand the requirements of the professional side ef the game. I think General 
Martin agrees somewhat as — do on that, although I don te speak for him; only for 


myneolf. 


I will say this, however: the reason I mske that remagk is because Gen- 
eral Martin always backed us up on professional things without tn the field looking 
after the professional side of it. We didn't have to argue prefessional ideas 
with hia. 


We have always had to struggle with undermstaffing so that rotating to 
educational schools was meager. We need at least five to ten percent over-strength 
to permit proper modernizing of medical manpower. Several times in my career I 
have asked for details where I felt I could better myself with the serzice, and 
have always been met with the idea that I was needed in the field somewhere. That 
as bean the case wilh many members of the service, I] know. With leave time, sick~ 
ness, school details, we need more men than are actually called for, and we can't 


RESTRICTED] 368 


so pe a Cap RBCS 9 Te i a ern renee a 


RESTRICTED 


PRUE COPY wATRACT OF INTERVIEY WITH COLONEL VIRGIL CORNELL, MO uSA 30 April 1948 


ART m . 


train men in these other detzils unless we have more than the actual number re- 
quired for staffing. 


I also feel that some of that training could be well acquired outside 
of the US. I had that driven home perhaps a bit in my trip through Central Amer- 
ica just before the war when for the first time I realized there were many things 
going on ta those countries that we had never heard about. We knew nothing about 
their diseases, and there is no place you can learn about them as well as in their 
countries. I feel that such centers as Brasil, Golusbia, right in our own hemis- 
phere, could teach us a lot. 


I believe the young officers need earlier training in staff liaison. 
It has been a bit of the policy to Beach, you might say, the level of company 
medical administretion to the younger group, and only to the majors and lieut- 
enanté colonels staff liaison became more well inculcated in them, but the jugior 
officers jum a couple of grades and immediately need that staff liaison about 
which they know nothing; so I think the training of juniér grows should be on a 
higher level for future use. They are the ones that are going to have to do it 
from the regular service. 


I think we should coordinate the general military training of all med- 
ie¢al personnel through our state and county medical societies with perhaps officer 
details to regional groups. Stress to the medical profession by good represent- 
atives the new ideas that are being developed. They are all eager to hear about 
new supplies, new development, new equipment, blood procurement programs, atomic 
and bacteriological warfare. I think they would welcome auch information and 
would like to ask questions about the service that could be answered in person, 
and that the service in general could be better represented to them in that way 
by personal contact. I think you have the general idea of what I mean there. 


BRIGADIER GENERAL MARTIN: This Committee is particularly interested in 
elements affecting the medical services in the combined forces that mast be accom 
plished now. Do you favor, in furtherance of your already expressed opinions, 
the establishment of some form of medical institute at some medical center composed 
ef outstanding sciehtists, both service and civilian, which would principally 
gather the information of the past and that currently under investigation regarding 


- military surgery, medicine, preventive medicine, atomic matters, and biological 


warfare matters; and fusther, could this institute give resident courses of various 
types to service personnel, civilian practitioners, and so forth, and further pub- 
lish to the medical profession the results of their findings, including material 
for undergraduates, PUS&T's, et cetera? 


COLONEL CORNELL; Would this be an investigative group or would it be 


' @ teashing group? 


BRIGADIER GENERAL MARTIN: BOTH. 


COLONEL CORNELL: Who then would be tanght? I would like to get that 
clear in mind, f 


BRIGADIER GENERAL MARTIN: fhe entire medical profession. 
COLONEL CORNELL: Both within and without the service? 
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B CONTINUED: 


BRIGADIER GENERAL MARTIN; Yes, that would be used in any fubure modil- _ 
ization of medical manpower. 


COLONEL CORWELIL: I believe that the inculeation of a new idea and the 
introduction of a new plan of doing things like everything else is best begun with 
the youngster. You can't teach the old man to like doing things new ways. I be- 
lieve that if we could get a group of younger men who knew they were coming into a 
combined medical service -- let's say the US Medical Service, and that they would 
be allowed some choice, would never be stymied in -~ let's aay on sea duty for ten 
years, end never get back to a genersl hospital, or thay wouldn't Be sent out to 
some small posts and left there to do small post duties all their life, and were 
going to be able to carry on progressive medicine with perhaps details in tropical 
areas and details somewhere else, always coming beck end being refreshed in their | 
medicine, I believe we could interest the youngster group in such a service. 


We have seen recently a lot of young men come in with the idea thet they 
adic not want to stay ih the service, but out around Walter Reed where there is lots 
of medicine, many of them have found out that they can get real medicine in the 
service and they will stay in after they have their residency depends a lot on some 
of the things I have mentioned like continuity of training, keeping them in prof- 
@asional work, having them understand why they must do esetain nonprofessional 
dutie: - it's just like wiping dishes at home. There are some things like thet 
have to be done. 


BRIGADIER GENERAL MARTIN: ‘THAT's all I have. 


COLONEL CORRELL: I think in general thet the scheme would be a good 
ene and tht it might be well to approach it on the younger 1, Heoeeesere 
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"RIE COPY EXfRé OF INTERVIEW WITH REAR ADMIRAL MORTON D. WILLCUTTS iC) USH 4 May 1948 
; = last 
ee¢ee80 B. " Be you have any comment to make on emergency training early in the/war, 

er during the last war? 


REAR ADMIRAL WIL’ CUTTS: I have the highest tribute to pay to apr reserve 
doctors in the Wavy in the last war, who came to our hospitals. They were highly 
skilled elinical men who were able to train our youngsters not only in clinical med- 
icine but also in traumatic surgery and in things pertaining to emergépacy service. 
They were able to carry on in San Diego, if you will pardon me, internéship that is 
superior or equal te anything in the land today, 


At San Diego an interne completed his 12 months rotation with a score of 
several appendectomies personally performed, with the required number of deliveries 
on babies, tonsillectomies, eye examinations, fractures, and everything pertaining 
to not only civil medicine but to our needs as we saw it coming up in the Pacific. 
The training was under wer conditions, but the clinical material was sco rh&¢h and so 


‘great that I know the youngster in the Havy on the West Coast had good training. How 


the ppor devil who got out on the ships and stayed cut months and months surely didn't — 
get obstetrics and very much gencral medicine. Bat by rotation of services, I do not 
believe that the Havy training was too badly off. 


REAR ADMIRAL ANDERSON: I gather then that you feel that the place to give 
what training is necessary for a medical officer as at our hospitals. 


REAR ADMIRAL WILLCUTTS: At our hospitals and hospital ships. 


MBAR ADMIRAL ANDERSON: De you feel, in the Havy at least, our officers 
should have special training for their administrative duties aboard ship? 


REAR ADMIRAL WILLCUTTS: I don't think so much for administrative duties 
as for the specisl duties. 


REAR ADMIRAL ANDERSON: Yes, I mean for the special duties that come te a 
doctor on a ship. 


REAR ADMIRAL WILLCUTTS: Our Reserve program, is such that our doctors 
are in daily practice and training because they are carrying on professional activities. 
They are not well trainéd, except the veterans, in preventive medicine, say, in am- 
phibdious warfare, for duty with the Marines in the field, with medical aspects of 
atomic bombs or bactericlogical warfare or any of the special weapons. That is where 
we hope to emphasize training with our Navel Reserve medical officers -——- in subjects 
other then clinical meditine that is so commonly thought of when you speak of a doctor. 
We feel that our Naval Reserve doctors who are graduates of Class A medical schools 
are sufficiently trained professionally. They do ne&d to be alerted as we pick up 
special weapons, and especially in preventive medicine, sanitation, field medicine 
and amphibious warfare. 


REAR ADMIRAL ANDERSON: How can training be given medical officers in our 
Service for staff duty? What I have in mind is that Naval mediml officers on staff 
duty in the Pacific, particularly on the planning staffs, encountered many diffi- 
culties because of their lack of training in that kind of work. 


HEAR ADMIRAL WILLCUTTS: I used to marvel at Admiral Adnerson's office . 
in the fleet carrying on logistics for the most enormous flotille of ships that was 
ever known. We had at one time 91 percent of the Wavy in the Pacific. But there I 
think we must depend upon our Regular: caresr men for starz work, for legistics, for 
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TRUE COPY EXTRAvs OF INTERVIEW WITH ‘REAR ADMIRAL MORTON D, WILLCUPTS (MC) USN 4 May 1948 


B.SONTINUED: 


that specialized form of Naval warfare. As a Reserve they don't get interested; they 
don't keep abreast, and they can't. ‘hey are too busy. From the knowledge of the 
last war we have doctors attached as students at the War Gollege, at these logistic 
echools, and especially trained to take up this part of the strategy of the next war 
that our Reserve Naval medical officers could not possibly get without special incli- 
nation er special training for it. 


REAR ADMIRAL ANDERSON: What training should we plan for enlisted men of the 
Medical Service in the _— I refer to enlisted men that are drafted or inducted dur— 


ing emergency. 


REAR ADMIRAL WILLCUTTS; I think our Glass A schools for enlisted men cover- 
ed that very well. We have good schools on the Bast Coast, West Coast, Great Lakes. 
fhere subjects and basic sciences were etressed ~ first aid, laberatory, xray, and all 
these points. Se I hink within 6 or 8 naths these youngsters can all be trained. 


WEAR ADMIRAL ANDERSON: hose are the Hospital Corps Training Schools, 
BEAR ADMIRAL WILLCUTTS: That's right. 


REAR ADMIRAL ANDERSON: Your idea is that the hospital corpsmen can receive 
hie preliminary training, military as well as technical, in those gehools. 


REAR ADMIRAL WILLCUTTSL: That's right. 


REAR ADMIRAL ANDERSON: Zt is not necessary to have special camps where they 
ean be sent. 


REAR ADMIRAL WILLCUT?TS: Z do not think so. Of course thay all go through 
the training camps. fhey must be taught the fundamental of the sailor, and that, dur- 
ing the war, was cut down to a wery few weeks; and then, depending upon the impat and 
the demands, cur Glass A Schools turned these boys out in good fashion in a period 
eften as low as four moths. But we preferred the 6 to & month's course. At the 
moment it is eut down to 6 months, and then a 30 day period in our hospitals. 


REAR ADMIRAL ANDERSON; Is there an;thing further on treining? (no answer} 


REAR ADMIRAL ANDERSON; This Gommittee is particularly interested in elements 

affecting the medical service in the combined foree that must be accomplished now. 
Bo you faver, in furtherance of your already expressed opinions, the establishcent of 
some form of medical institute at some medical center composed of outstanding acient~ 
ists, both service and civilian, which would principally gather the information sf the 
past and that currently under investigation regarding military surgery, medicine, 
preventive medicine, atomic matters, and biological warfare matters; and further, could 
this institate give resident courses of various type to service personnel, civilian 
practitioners, and eo forth, and further publieh to the medical profession the results 

of their findings, including material for undergraduates, PHSSTs, et cetera 

f 

HEAR ADMIRAL WITLOUTTS: 2 do definitely. hat could be carried to the AMA 
convertions as an exhibit. : 


"fs Admire) Anderson said, zou had this ge oun: bulletin which we all used 
oo much. Today we have this Kavy Jews Letter. Put agaid, 1% is not reviewing the 
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4 MAY 1948, B CONTINUED: : 


REAR ADMIRAL ANDERSON: This same question has come up with the Bureau, 
and J have the file. Their answer was that the Naval Medical Bulletin and the Med- 
ical News Letter form the means by which the Bureau publishes these technical de- 
tails. But my idea is that if is seattered through the bulletins and they are 
isolated articles and concern details. They don't piek up the things that are need- 
ed practically by the men in the medical service very often. What is needed is some- 
thing just like the Army Technical Bulletin, where the treatment of wounds, of ex- 
tremities, and hearts, and so on is but a couple of pages so that you can sit dowmm 
and read it ad have the essentials. The same thing would be true for a thousand 
ether conditions that the doctor meets. It would be a concise statement that in- 
cludes the latest in concrete form -—- injuries from atomic bombs and new things, 
and the old things, but put together not necessarily as a test book but as a bulletin, 
loose leaf, se it can be revised easily. 


REAR ADMIRAL WILLCUTTS: Not as a book. I like the idea - old things. 
There are many old things we need to review. 


| REAR ADMIRAL ANDERSON: The bulk of it would be the things that are facts 
that have been long since established. Mo one man has got them all in his head. And 
when he gets te a particular section, he will have a reference that he can a to 
and fi the dope. 


REAR ADMIRAL WILLCUTTS: I think it could best put out medical subjects. 
Every war has brought out the fact that we have failed in malaria, in dysentery. 


REAR ADMIRAL ANDERSON: It's a very wide field, The scientists and experts 
who ate assigned to the institute or school, or whatever you eall bh weald be the 


people who would have to decide that. Bre es eegns ‘ 
AGA: » COLONEL, HG 
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SETL_SEL_ATEAGE ‘Seve athrese of Najer Conetel Albers ¥- Kenner, MC, USA, 
18 May 1948) 


#068 MAJOR GENERAL KEMNER: “As to the next question -— professional and 
military emergency training progrems within the Armed Forces ~~ I don't 


‘see why we showld have any training for specialised dectors whose con- 


templated assignment presupposes the continued performance of their pre- 
fessional work, For instance, if you pull a noted surgeon into the Services 
and aseign him as chief of a major surgical service, what training in the 
military sense should he need? 


There should de comprehensive training for doctors to be assigned to 
tactical units basic with the medical department and tactical oe unite 
basic with the medical department and tactical training with troops in the 
field. I am just speaking of doctors, "s4ee0 


e¢ee@ BRIGADIER GENERAL MARTIN; I would like to ask you a question. In 
your experience, ie there a need for an armed forces medical intelligence 
agency to establish and maintain on a current basis worldwide medical in- — 
formation that is so essential to planners for global war? If so, what 
organisation seems most practical? 


MAJOR GENERAL KENNER: I believe it is exsential in long range plan- 
ning to have a proper and current idea of the medical information, or 
morbidity situation, throughout the world. ‘That may be accomplished by 
coordinating with two agencies -- one is the State Department where the 
Gonsular Service furnishes that information. However the consular fellow 
is usually not capable of evaluating a medical situation. The next would 
be probably as a branch of the H.I.A., or Military Intelligence -» to have 
a medical branch in that, or else under this thing I mentioned before set 
Up as a section wader medical research, 


BRIGADIER GENMRAL MARTIN: This Commi ttee is yariealay interested 
in elemente affecting the medical service in the combined forces that must - 
be accomplished now. Do you favor, in furtherance of your already express- 
ed opiniones, the establishment of some form of medical inetitute at some 
medical center composed of cutstanding scientists, both service and : 
civilian, which would principally gather the information of the past and 
that currently under investigation regarding military surgery, nedicine, 
preventive medicine, atomic matters, and biological warfare matters; and 
further, could this institute give r&ésident courses of various types te 
service personnel, civilian practitioners, and so forth, and further publish 
to the medical profession the results of their finds, ineluding material for 
undergraduates, PHSATs, et cetera? 


MAJOR GENERAL KEINE: I think there should be set up an agency such 


ae you propose at the highest level; and I think, furthermore, that our 
Secretary of National Defense would be very remise if, in the event of an 
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emergency, the publie were not advised as to vhat measures they should know 
the effeet of Ganma and other rays. They should know enough about the 
syaptons of certain biclogicals to be able to protect thenselves. 


Ie there anything else?" 
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TRUB COPY EXTRACT OF INTERVIEW WITH BRIGADIER GENERAL JOSEPH EB, BASTION, MC, USA 
(RETIRED) ON 3 May 1948. 


eeeeeerex B. * This Committee is particularly interested in elements affecting 
the medical service in the combined forces that must be accomplished now. Do 
you favor the establishment of some form of medical institute at some medical 
center composed of outstanding scientists, both service and civilian, which 
would principally gather the information of the pst and that currently wnder 
investigation regarding military surgery, medicine, preventive medicine, atomic 
matters, and biological warfare matters; and further could this insitute give 
resident courses of various types ® service personnel, civilian practitioners, | 
and so forth, and further publish to the medical profession the results of their-. _ 
findings, including material for undergraduates, PMS&T's, et cetera? ec 


BRIGADIER GENERAL BASTION: I certainly do- I don't know about (bd) 
"Professional and military emergency training programe within the Armed Forces". 
Do you mean as applies right now, or when M~Day comes, or when? 


BRIGADIER GENERAL MARTIN: We believe right now, before any actual 
calling to reduce the wastage from prefessional duties that ie bound to occur 
if we wait until M-Day to bring doctors in and then begin to train them. 


BRIGADIER GENERAL BASTION: You have to set that up, but that's going 
to take a while, and I should think the professional groups, AMA, and Dental 
Association, and so forth, the high "brass" in it should be made to understand 
this thing and start programs right away. There are certain things that they 
can teach in their every-day work. 


As for the reserve, and so forth, I suppose that sumer training will 
go on just the same. What I om trying to bring out, after hearing you, the only 
thing you can do right now is to make high people in the AMA, as I said, the 
dental associations, and all the other professional associations see the light 
and start programs right now, and I believe it can be done, It's going to mean 
an awful lot of work, but I don ¢ think that the average person realizes what's 
ging én st all. 


Ido think it's a professional thing, but I think it's neglected in 
that we don ¢ emphasise it enough, and that is the preventive medicine or health 
teaching; for after all, if we can prevent these sporadic things that occur, even 
accidents, we don't need all these hospitals -- that is, we don't need all the beds 
during the peacetine. Oh ae ee He a a Po pry 
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1. Qiagussioy 


1. There is considerable variation of opinion in regard to 
assignment methods and much criticism of the overall wedical persounel 
managenent ac exicted during and following World War II, Recozmenda- 
tions are made freely for assignnent to duties best qualified to rer 
form; for proper utilization of specialicts; fer centralised Medical 
Department personnel control and against such control; for firm rota- 
tion of hospital and field assignments; for permanent assignments s0 
ae to limkét wastage resulting from frequent tranefer between units; 
for age limit restrictions and more careful seruginy of physical linit- 
ations which should restrict officer econeerned to certains assignments; 
for utilisation of interviewing beards to insure proper placement; for 
assignment in acecordanee with the individual's 4seire; for phasing of 
the assignment of skilled professional personnel to field units in acscord~ 
ance with their anticipated need thercin; for and against the presence 
of many surgical specialists in forward areas; for avoidance of over- 
staffing; for the desirability of overstaffing to allow removal of Hed- 
ical Department personnel from replacement pools; for assignments to re- 
serve units of varying eategory for mobilisation purposes; for and again- 
st assignment of non-medical officers (Hedical Service Corps) to relieve 
the majority of professional personnel from other than purely professional 
duties; for desired pelicies relative to assignment and utilisation of 
Reguler professional pereoanel eowpenents; in regard te policies relative 
to vank and ite relation to assignments; and for the Command level in 
which consultent services are deemed most desirable. 


2 Rather uniform agreement exists that the overall consul tant 
or specielict advisor utilisation ae Medical Staff menbets was successful 
during World War II and should be scentinued, It has been pointed out that 
there were instances of mal assiganent rdésulting therefrom when employed 
in other than majer conmand Medical Staff echelons; that such staff ad~ 
visor requirements could be had frequently by utilising individuals from 
neardy hospital organisations. 


3. The joint use of civilian consultant and specialist advisors 
ana teachers in Army, Navy and Air Force institutions wae discussed and 
the following fastors deemed pertinent for consideration: 


a In poacetine, the time that civilian consultants ean be 
available to the military is on an average of two half-days per 
week, Where pessidle use is contemplated by two installations 
within reasonable dictance ef each other, the wasted travel tine 
4s a major faeter,. In view of such time limitations, generally 
speaking, the joint utilisation ef the saze epecialict consul tant 
is not prastical. 


db Invartine and in the case of recognised Military Free — 
festional Specialists, full co-utilisation of such recognized 
specialiats and consultants is more practical. This applies 
to Headquarters Staff, Hocpital anf Field eoneul tant wtilisation. 
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It can be implemented in most inatances by local arrangement 
and should be stimulated and planned for by highest echelon 
Medical personnel offices concerned. 


4 The duty assignment of professionally trained officers 
merits the most cereful consideration and chould be predicated upon 
Up-to-date classification as to training, previous experience and ware 
time capabilities and adaptabilities. The “numbers” or "bodies" method 
of assignments without proper previous classification is conducive to 
malascignment with resultant great wastage of effort and of mediéal man 
power. Assignments as made end as they probably will continue to be made 
in event of ancther emergency may be Classified into two main grows; 
those made on the basis of available classification date (often totally 
inadequate) and to fulfill a "sumber requirement®, 


5. The breakdown of assignment of Medical Department personnel 
as @volved from the last war was largely for a Staff consultant Medical 
Department advisor to make recommendations for that purpese to the per 
sonnel branch concerned; Specialist Decters by the Staff Specialists 
concerned; Dentists by the Dental Surgeon; Murses and other female com 
ponents by the Chief Burse; Staff awsignments as desired by the Chier 
Surgeon ef the Command concerned, 


6 The desirability of Hegular Officers continuing in professional 
work in tine of war with inereased utilisation of Reserve officers to be 
Commending Officers is considered a sound peliay by some. The main benefit 
te be derived therefrom, would be a more adequate supply of professional 
Gapable medical officers of the Regular components, upon demobilisation, 


7, The recent American Medical Association questionnaire (1947) 


-Pevealed that from 20,001 Army replies, 4,751 (23.8%) felt they should 
have had and needed better assignments; of 5,727 Navy replies, 1, 448 


(26%) felt personnel could have been used more effectively by better aesign= 
ments. Small percentages adked for less rigid methods of assignments and 
trancfer, retetion cof duties, assignment according to previous training, 
detter eselgnmont of decters and replacement of non-efficient doctors. 

All comments (100%) made, referred to the same idea that the numbers of 
doctors in the service coul& be reduced. Also 100% favored the assignment 
of medical officers to purely professional duties. The questionnaire dealt 
with noneprofdesional duty assignments and euch usgage of professional per 
sonnel. Nonprofessional duties, as deseribed, included; Administrative, 
nonensdical military, food and sanitation inspection, training of per- 
sonnel and first aid. 


The adninistrative group included administrative pete sk 
bilities, paper work, reports, Gommanding Officer, Beards, Executive duties, 
medical and miscellaneous supplies, wmurte martial, inventories and property 
wesponsibility, records, welfare and vreé¢reation, censoring, mess officer 
or treasurer, hoepital sdministration, auditing and financial duties, legal 
auties, duty watches and postal duties, 


The non-medical military duties included: inepections, none 
medical training, drille, tactics and maneuvers, hikes, lectures, marching, 


wee and maintenance of veneer anG eqUtipment, gac and chemical wortare, 
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military construction, coding beard and intelligence duties, 


The food and senit=tion grow included: general sanitary 
inspection, kitchen and latrine inspection, inspection of buildings, wards, 
food inspection, medical inspection of personnel and insect contrel. 


The training of personnel groups ef duties included: Training 
of men in military duties, training of men in hospital and medial dutieos, 
firet aid instruction, and physical training. 


Finally, the first aid duties consisted of er first aid 
te various groups and minor laboratory duties, 


8, To avoid malaseignment and insure fullest use of most eritical 
dental officer personne) and their assistants as well, their operational con- 
trol in celiular wits from Division or comparative Gommand high Headquarte 
ere appears mest legical and was recommended. 


ti. GONGLUSIONS 


1, That importance of proper duty assignuent of professional 
Medical Departzent personnel cannot be overemphasised, Dissatisfaction 
with assignments may be considered one of the primary causes for disa- 
ffedction of the Medical Department professional personnel during the 
past war. There is no sclution which will eliminate complaint and satis- 
fy all, obviously, but policies and methods based on accurate classification 
date and the continuance of reliance upon the advice of the key prefessional 
afvisor in the particular specialty involved is mandatory. Such individ 
uals, in turn, should be top level from the beginning with full grasp of 
military requirements, psychological knewhedge and ability in dealing with 
individuals, understanding and saahg ss end —_— in —. PS 
Capability and above all hon: 


where they vill be of most Value tc the 
military effort and yet in-sofar as it is possible where they wish to serve, 
ané vith adequate explanation when such is not possible. 


2. That it is considered that some form of firm and just alter 
nation of duty assignment for Medical Department personnel Between conbat, 
tastical, dispensary, physical examination eenter, and those more routine 
or less desirable professional positions with the peferable hospital and 
other duties presenting better professional advantages and oppertunities, 
must be insured and carried out in the future to the maximus degree, 


3. That in considering assignzaents in the military medical strueture, 
the objective being primarily coneervation of professional manpower, there 
is a consideration or concept of malassignwuent seemingly not touched upon 
in various comments received. It is deemed a fundamental consideration from 
the viewpoint of the primary mission and should be realised in the fullest 
spirit of service rendered to the country. It should be realised that no 
soldier or destor or civilian, when his nation is at war, should object to 
the job assigned him if reasonable, reliable and honest making of such 
aseignment has obtained. The viewpoint of expecting aesigneent solely 
in accordance with certain <coanl SWB pe and personal wieh cannot », 
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4 That consensus of opinion is for essignments based upon 
physical and mental capability, degree and type of previous training, 
in keeping with the job to be done, Where multiple capabilities for 
jod aesignment present, that which is to most benefit the war effort 
or ~~. situation after the war is over, and not the individual, should 
prevasi, 


5. That majority of opinions received favor the criterion of 
prefessional capability for assignments, with rank consistent therewith. — 
American Specialty Board menbership is net considered to be the sole in- 
dex to the recognition of specialists in the Services, That the ¢-"sider 
ation of a Military Surgeon Specialist claseification as being sontem- 
plated by some, to provide on attraction for service on Staffs and with 
$reops, is considered a most desirable step forward, 


‘Tii, REQOMMATIONS 


1. That a searehing etudy be made by a joint armed forces 
medical bedy to establish the specific duties of questionable professional 
character which should be eliminated or retained as essential for perform 
ance by médical officers so as to enable the publication of a practical 
poliay and guide on the proper command level] that can be used in the we caret 
ment of medical vadeismacte in peace and war, 


2, That oak ter be eeutablished with periodic scant $o ine 
eure that all MSC officers will be assigned to nonmedical department dutios 
by Commanders concerned only under sost exceptional circumstances and ia 
wach instances only with approval of the lecal Senior Surgeon, 


3, That astion be taken to sceure regulations in the Army and 
Airy Force consonant with those in existenccin the U.&. Navy which prohibit 
the assignment of all categories of enlisted medical personnel to duties 
other than thoce of the Medical Departzent, 


4, That there be continued emphasis of present policies which 
utilise MSC officers to relieve professionally trained Kedical Department 
officers of non-professional duties, 
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TRUE COPY (Extract Ltr Bascom L Wilson, Colonel, MC, Air Force, 2 April 1948) 


wre" Reference par 3(c)'General policies relative to assignment of Medical 

Personnel, including use of recognised specialists and consultants, due to the 

apparent of far reaching plans in peace time, for the training of Medical 

and Dental officers for their war time assignments (with the exception of certain 
General and Station Hospitals sponsored by Medical Schools and Hospitals through- | 
out the United States), these officers were not trained for the assignments received 

by thems As an example, many biedical and Dental officers were assigned at the 

last monent to various Air Groups and Squadrons and sent overseas innediately. 

Many of them had no previous experience with such units and were totally unpre- 

pared, and in inany cases, physically unfit to cope withthe situation. The. 

emergency was so great that time was not available for proper selection of these 
officerse A large number of the Medical Officers assigned to these Tactical Units, 

had not been trained in Aviation Medicinee However, in most cases, they were 

willing, and accompanied these Units overseas, and did good jobs, only later to 

be replaced by officers who had been trained in this specialty (school training). 

By this time these officers, who altho they had not had the school training, but 

who had received their training in actual combat service and were well liked by 

their Commanders and other associates, were released to be replaced by these officers. 
This caused disappointment to the officers concerned and, in many cases, actual 
resentment by the Commanders of the Unitse This stLiuation was later alleviated 

to some extent by authorisation to return the displaced officers to the United 
States for assignment to the School of Aviation Medicine for training in Aviation 
Medicine, While this was quite a help, it caused some disappointment and resent- e 
ment among those who were not returned to the US as early as others. This - 
could not be helped, however, for it depended on how soon replacements arrived. = 
This whole thing could have been obviated had there been an adequate and well 
trained reserve of Medical Officers to call upon as soon as our mobilisation 
started. Our Regular Army trained personnel is so small-in comparison with our war 
needs, they can be counted on only to f111 key positions in our organisation, and 

we have to rely on the trained Reserves for the bulk of our needs,” ***"* 


» : : 4 : 
“naw During ‘time of peace, a very carefully planned system of assigrment of _ 
medical officer persomel, to the various types of Medical establishments Bhould 
be formulated in order that when mobilization begins, personnel may be assigned 
according to their capabilities, specialties and physical fitness. Numerous 
instances were noted where officers, especially well qualified in some specialty, 
were assigned to Administrative positions; such instances as Obstetricians being sent 
overseas with Tactical Units. Many such officers continued on the mal-assignments 
without complaint, considering it patriotic duty, while many others sé¢cured proper 
assignments due to their continued efforts for same. Instances were noted in which 
older, almost elderly Dental. Officers accompanied Tactical Units overseas, They 
were not physically able to stand up under field conditions and most of them were 
ultimately returned to the States thru the hospital route. The same may te said 
of many medical officers, I recall one instance in which a Medical Officer ac- 
companied a detachment of casuals overseas. He was obviously physically unfiF 
for overseas dutye He spent over six months in the Theatre, a large part of the 
time unassigned, and finally returned thru the hospital route. He was patriotic and» 
wanted to go overseas, but a careful screening would have caught him before he de- 
parted the states and saver e verrment money and the officer much hardship and 
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«ene In reference to the lack of a well formed plan for assignment of 

Medical Department Officers overseas, it is obvious that the younger officers 
should be assigned to Tactical Units where the going will be rough ari requires, 

in most instances, physical stamina beyond that of the average older mane In 

too many instances this was not donee Especially noted was the sending of 
officers overseas in a group of casuals, some specialists and some note On ~ 
arrival overseas, often there were no vacancies for the specialists, and they, 

as the normspecialists, were assigned to Units in a rather haphazard routine mamer 
wherever an officer happened to be needed. This was most disappointing te the 
good officer who looked forward to an assigrmment where he could be of the most 
service to the govermment. Many of these finally found their way to assignments 
suitable to their experience and training, but many were shifted from pillar to 
post, resulting in many cases, in discontent, lack of interest, inefficiency and 
often in hospitalization and return to the States. In these times of Air travel, 
the need for specialists in overseas theatres should be accurately anticipated in 
order to send them over in increments as nsedede The accumulation of large mmbers 
of Medical Officers in overseas theatres prior to the time they are required 
causes a great loss of morale in those concerned. It all boils down to CnTeTe. 
planning in peace for the requirements of —e 
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TRUE EXTRACT COPY: (Letter from Colonel Richard T. ivnaet, Ret. 
dated 19 April 48) 


sia? 


“Hie 6§—"c. Key personnel only,be assigned Medical Field Units 
such as evacuation and Surgical Hospitals, the seme should apply 
to non-@operating Géneral and Station Hospitals, Medical Officers 
in theater reserve would be attached to such wits as required 
when set up and operating. Nurses should be handled in a similar 
manner, Under this plan only a skeleton medical officer and nurse 
personnel would be assigned. Additional personnel required would 
be attached from the medical pool, (Actually few officers and 
mirses would be in this pool since the pr gee aoe A 
attached to units that were closing.) ” *#t 


REC 226° 
ae ne s 


, Colonel, U. S. Poe 


 ‘SRUE COPY EXTRACT (Ltr Gapt B.R.Hering(MC)USN, dtd 17 Dee 47) 
_ seesee 3, “Leck of Senior Medical Officers trained in wavy and Marine Corps 


«Staff Administrative work. This, in Captain W.%. Brown's opinion was our 


greatest need in the later stages of the war. I have seen time and again 
where a senior medical officer was assigned either to the Amphibious Forces 
or the Marines in a responsible pesition with the only qualification being 
hisrank. The result was invariably that he had to take a back seat until he 
learned the job and by that time he was so disregarded by the Line and it 


was extremely difficult for him to get proper recognition for the medical 


Pa 


and of the operation, The proper planning and coordinating of evacuation © 
from an amphibious assault ealle for an intimate knowledge of the facilities 
at your disposal and the capabilities of those facilities, Even with an 
adequate doctrine, it takes a ferceful, well informed individual to push his 
demands through to conclusion in the face of a sometines unsygpathetic attit- 
wdé to the part of Task Porees Oomuanders, Assignment of medical officers te 
the amphibious and landing force without due regard for tne need of « high 
per-centage of doctors with surgical experience. The surgery done in the 
forward area, either on the beach-head or afloat, is the surgery that saves 
lives and limbs and it is there that the best surgeons available to the Navy 
should be utilised. The assignuent of a proper peréentage of surgically 
trained personnel with the Amphibious Forces in actual engagements would be 
the responsibility of the amphibious Medical Department in the Bureau as 


pointed out, above, Seeceece : LE fe ee 
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SRUE COPY EXTRACT (Letter from Dr, Wa. 6, Menninger, Topeka, Kansas, 
' dated 22 April 1948) 


eeees (6) I would feel it was essential that we have to improve over 
the last war for the assignment of ne epecialiste in their specialty. 
Many, many times no attention was paid to a man's abilities and he was 
assigned wherever we needed a medical officer. We always justified it 
on the basis that a doctor ought to be a doctor first ané ea specialist 
second but actually thie did not moet our needs and it certainly caused 
havoc.in the morale of those many misassigned individuals. 


Medical officers shoulé never be assigned to duties which ean be 
performed by an administrative officer. 


Chiefs ef Services and Commanding Officers of medical units and 
hospitals should be selected with such greater nee for: 


& Prefesaional knovledge : 
bo, Administrative ability 
c. Leadership qualifications,  § - 


Many times & man wae selected fa the last war purely on the basis 
of length of service and rank. As the result, many CO's were grossly 
inconipetent, CF pehgeap. no effestive leadership and were disastrous to 
morale as well as to medical practice. They tried to establish standards 
for surgery, medicine and neuropeyshiatry and enforce thea on eliniciaas — 
whe were far their superior as cline jane, *eses pe 


f 
‘ 


L. KX. Pohl, Colonel, HC 
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TRUE COPY (Extract Ltr Albert T. Walker, Captain, MO, USN, 26 April 1948) 


mnuiM@As regards the assigrment of medical personnel including specialists 
and consultants, I believe that, except oe epee a tae 
‘@ecentralised as much as possible. Medical officer assigrment should be 
mabe We Sis undlagl etHeay oh te Wtetf of tie ka Hcneasee. Gah an 
Fleet Surgeon, who is familiar with the problems in his particular areas 
This question, of course, is intimately associated with proper casualty care 


and hospitalisation, ani’ will be elaborated upon a littsé Later ."ane 


aS 


Colonel, 


TRUE COPY EXTRACT (Letter, Brig. Gen. Rebort C. NeDonald, uc, USA (nt) 
| dated 15 April 1948) 


seene *(¢) General Policies Relative to Llama 4 of Medical Persennel, 
inel use of recognised specialists and consultants. 
"(1) Comment: In the early stages of W.¥.II, technical medical personnel, 
and 


rendered invaluable service in establishing and maintaining a high standard | 
of medical care and treatment. Timely classification of personnel is essen- 
Oy A ee ae cen ree 

"(2) Sugcestions: The assignment cf medical personnel should be nade 
in accordance with their primary qualifications, Specialists and consultants 
should be assigned se as best to supervise professional work in general hos- 
pitale and on medical staffs of territorial commands. Specialists at general 
hospitals may be used to supplement the work of consultants at various head- 

ee ee ee eee 


ee eed % 
1 nme 


L. kK. ar ‘a Colonel, HC |SOSC~™ 
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TRUE COPY (Extract Ltr M. C. Stayer, Major General, Us S« Army, lietired, 19 Apr 48) 


uuu" (c) General policies relative to assignment of medical personnel, 
including use of recognised specialista and consultants. 


As a Theatre Surgeon in the Caribbean and in the 


by others, although they were men of some years 
experience in a specialty and were not being used 
properlye in handling a Theatre, it is my belief 


that consultants and specialists could be handled te 
a minimum, providing you can have units from med~ 
ical schools, where you have many people who are 
well trained’ in the various specialities. I had 

- the privilege of having two main consultants, and 
if I needed any other consultants, I produced then 
from the various unites which were with mes I bee 
lieve, in this way, there is much more incentive to . 
do good work, prohlems are more easily solved, and 
decisions reached more quickly, Medical persomel 
arriving in a Theatre should be assigned as needed 
for particular positions after sors idering the advice 
of his comoiar een and executives” ant 


os ae 


Colensl, MC 
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TRUE. COPY EXTRACT (Letter, Captain F. C. Greaves (MC) USN 
dated 17 April 1948 


auane "(c) Medical personnel should be detailed on the basis 
of obtaining the maximum benefit of their services. Overstaffing 
should be avoided as much as understaffing, perhaps more so, because 
toe many persons on a particuhar jeb results in skylarking, lowered 
morale and neglect of details. A slight understaffing keeps people 
on their toes, They do not have ttaa tp ckylack aul tele atten 
tions are on the work all the time during working hours,” ##+## 


L. K. Pohl, Has XC 
TRIE COPE ENBAGT (Letter tters Rear hntral Cy Andras (uc) USE 


April 1948) 
anane *(c) General policies relative te the assignment of medical © 


of certain types of war casualties, Amputation centers, neuresurgical 
centers, centers for the blind and for those who have lest their hearing, 
centers for tuberculous patients, centers for cord bladder cases, centers 


be given, Equal facilities can not be provided in*every general military 
hespital and it is considered that ghe best is none too good for the man 


serving his country in times of national emergencye — 


"Consultants such as those serving with the National Research Council 
and these who acted as special advisers to the Surgeon Generals (Arny 


and Havy) during World War IT, Pepin Spy atts - .” tenee 
less 


a te 
L. K. Pohl, Golonel, MC 
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TRUE COPY (Sxtract Ltr Quiton Me Sanger, BUMED, USN 15 April 1948) _ 


a1ie8Tt was claimed there were not enough specialists in the Medical Depart- 
ment. The use of civilian hospitals for training in specialties for certifi-~ 
cation by Specialty Boards, was reccnminded to meee J naval ee. train 
inge 


It was proposed that civilian consultants be made available to each hose} 
. pital approved for training programa and that a system of adequate remunere» 
tion be established. This was suggested as way whereby the Navy could use in 
peacetine the war experience of medical reserve officers separated from the 
service. 


Hospitals should use Hospital Gorps (Medical Service Corps) officers as 
anna a OoB«'s. This proposal fits in with criticisms mentioned in 
the previous memorandum regarding the undesirability of diverting medical 
officers from clinical to administrative work. 


There was too rapid a turnover of Hs Cs personnel assigned to records — 
officese This cule eenm to the inaccuracy and incompletensss of medical 
records. 


Hospital Corpamen did many jobg that could have been ‘ia by civilians. 

Coastal hospitals were all taxed to capacity and there was an inadequate 
muaber .of corpemen on duty during the earlier emergency riod. The corpsmen 
were inadequately trained, and were put to work too quickly without hospital 


experience in some cases. Sometimes training was too general and not equated 
with the specific a ne especialy in eases. of corpsmen detailed to 


ship duty. Manne 
i ee 


Golonel, MC 
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TRUE COPY (Extract Ltr Quinton Me Sanger, SUMED, USN, ‘7 April 1948) 


tie" Tt was proposed that when a medical officer is in the comsander grade 
certain ones should be selected for administrative duties and others grade 
remain in the clinical group;’and that there should be equal oppertunities 
for promotion and pay for both groupse 


CHO felt that medical officers should not be divided into administra- 
tive and professional, officers. It claimed that officers of command rank 
engaged in exclusively administrative work were teo divorced from the 
realities of field experiences andi that this resulted.in retarded or errons- 


ous trenslation of field requiresents into appropriate ani effective ad- 


ministrative actlone cng favored rotation of duty. 
It was provosed the medical commending officers be furnished with ad-~ 


ninistrative assistants trained in administrative procedures. 


The prospect of training Medical Service Corps officers for a variety 
of administrative duties (supply, finance, records, budget, etce) aay be 
considered, as a way of enabling high high rank medical officers to continue te 
pursue professional responsibilities at a high level. . 


It was recommended that a staff indoctrination schoo] for selected : 
staff corps officers to hold administrative positions should be established. | 
Gppiedahas ct Gcle grepeeal elaiahd ¢% ton on torttatinn to We Ling owe 
over Medical Corps administrative responsibilities. This coun 
would not apply, however, to a proposal to establish such a school for Medi~ - 
cal Service Corps officers in the Medical Department. "anes 
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TRUE COPY EXTRACT (Letter, Colonel James H. Forsee, MC, USA, dated 
20 April 1948) 


eeese (0) General Policy Relative to the Assignment of Medical Persomel 
Including Use of Specialists and Consul tants. 


It is easy to state that doctors, dentists, nurses, ete, 
should be assigned to duties which they are best qualified 

te perform. Unfortunately, the diversity of duties required 
of such personnel by the Armed Forces does not permit of 
perfection in this problem. In my opinion this was accomplish- 
ed to a very satisfactory degree in World War IZ. Improvement 
should be strived for and can be accomplished, How te attain 
this objective is a difficult task and a few suggestions might 
ve of some practical value. These are: 


The designation and training of certain docteSs for 
particular military positions whose specialty is net re- 
quired in large numderea in the Armed Forces might be con- 
sidered. For example, gynecologists, obstetricians, 
pediatricians, dermatologists, and many general practitioners 
could probably de more usefully employed as executive officers 
in large hospitals, as commanding officers of field and evacua- 
tion hospitals, and in certain staff positions. Sueh positions 
would effer theee individuals an opportunity for advancement — 
im vank which may not be readily available if they are re- 
tained in their professional speciality while in military 
service. 


The whole problem ef premetions baged upon position 
vaeanoy discriminated appreciably against this grow of 
personnel. Obstetricians unable te find preper professional 
assignment would still be permitted promotions te a higher . 
yank. Wany such officers are capable of Ga.'rying responsi- 
bility commensurate with increased rank, and such a plan 
permits of utilising their services to a better advantage. 


The present policy of utilising recognised civilian 
epesialists and consultants is a moet valuable lesson 
learned from World War II and should and must be continued 
at the present time, One point is interposed at this time 
beeause 2 believe it merits consideration. It is as fellas: 


At the present time on attending staff member (consul tant) 
is permitted te make 90 visits per year to our hespitals, at 
the rate of pay of $50.00 per visit. Assuming that each visit 
averages 3 houre of time, which I believe is a prevable 
reasonable estimate, the total time spent on these 90 visits 
is 270 hours for which he is paid $4500.00. I¢ is net enasy 
te convinee the young, able dector that he should make a | 
career in the military er naval service, and spend apprexi- 
mately 10 or 12 years te become a Major and reseive an approxi- 
mate anntal income of $4500.00. Assuming that a doeter in the | 
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Armed Forces spends 10 hours a day, and I believe this is a 
conservative estimate, in the performance of his duties the 
attending staff member earns on this basis $4500.00 fer 27 
days of duty. It is likewise not pleasing te those whe have 
attained professional ability and resognition equal te many 
of the attending staff to note that their yearly income re- 
presents about 14 monthe of the pay level of the attending 
ataff membere.\( it is recognised that such a pay level is 
adequate and necessary te attain proper attending staff mea- 
bers then it would de apparent that pay increases for our own 
Medical Cerps personnel is overdue. I¢ is my honest cpinies 


, that the Medical Officers of the Armed Forces are now receiv- 


ing just about 80% of what the good doctors in the Service 
rightly earns. The poor doctor is overpaid regardless of his 


salary, To get and to keep good decters under present econcaic 


conditions mo methed which dees not previde adequate pay will 
be successful. Lets meet the iasue squarely and ebtaia in- 
creased pay for all Medical and Dental Officers. | 


-Daring World War IZ not a single regular Army officer 
was actually the consultant in medicine or surgery at an Army, 
Theatre, Corps Area or War Departaent level. 1% must Be ascwmed 
that there were either no qualified officers or that other 
positions of administrative nature were more important, I de 
not believe that either of these acsumptions ave accurate. We 
had a few men qualified but too few. The reason for this 
deficiency was & lack of vision, planning and training of our 
gurgeons, and internists for high professional tasks. The 
present residency program in our teaching hospitals will go 
far to alter this situation. We aust uot, however, step hefe | 
and the follewing proposal is submittéd for consideration 


That 20% of the residents having the highest rating 
at the termination of their residency training be desig- 
nated te attend various service sabsols of the line fer a 
period of 6 months to 2 years. During this period they will 
become better acquainted and obtain a broader aspect 6f 
military problems than can be accomplished in an equal 
of time by any other peace-time method, They will some in 
contact with the officers who will be in Gomeand in tines of 
war. Both growpe will have a better mutual understanding of 
one another's problems and tolerance based upon knowledge 
will go far to dissolve some of the apparent difficulties 
encountered in times ef war as well as peace which the 
Medical Department must face in presenting their probleus : 
te the General Staff. At the end of this peried of inetyuc- 
tion these officers should return te prefeseional work. 1 
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ais not intended, and certainly not desired to suggest that 
civilian consultants should not be utilised in times of 
peace and war, quite the contrary is desired. Probably not 
more than 10 to 20% of all the consultants at these levels 
eould or should be from the regular military establishnents, 
however, officers of the regular establishments should and 
would greatly aid the civilian consultants im making the 
lattcr's task more easily accomplished during Ais ew 
service. # ones 


i. Kk. Poni, Colonel, XG 
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SHUR COPY BATRAG? (Letter, Captain H. D. Templeton, NO, USW 
; Gated 23 April 1948) 


eee #( 6) —— igoenage paride 2 noe ppgscnte OF ee — 


The assignment of medical personnel sa peseied should coincide as 

nearly ee possible with the profesd enal qualifications of the individual, 
with @ue consideration of his physical stamina and endurance. Usually 

' those qualities can be evaluat ed during the period of the individual's 

indoctrination and his reperting senior should previde the Bureau with a 

comprehensive appraisal ef the officer's qalifieations prier to transfer. 


Young and inexperienced medial officers should de assigned te 
beer gars where experienced seniors could supervise their — 
and conduct theiy training 


e 


Recognised. specialists and consultants should be stationed at aedicai 
centers, preferably in the sene of the interior, where a DPOgPOR 
can be conducted and their special talents utilissd to the best advantage. 


_ fo my knowledge, there were very fow instances of nisassignement of 
modieal persomnel; many objected te being assigned sea duty, bud in the 

vast majority of inetanses, the ebjections arcse from their complete lack | 
ef muovledge of their duties aboard ship. Hooees 
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TRUE COPY EXTRACT (Letter, Colonel 0. F. MoDlnay, MC, Air Force 
dated 20 April 1948) 


seent ®T¢ will be noted that the undersigned is one of these whe 
believes that, insofar as possible, professional persommel should be 
utilised for the accomplishment of the professional duties for which 
they are qualified and that such personnel should, in general, be 
freed from administrative and ‘ailitary' functions, In other words, 
it should be made possible for physicians end surgeons to be princi- 
pally physicians and surgeens while in the military service,"s##1* 


anent "e, The assignment of medical personne] (prefessional) 


II because of mal-assignient. No recognised specialists should be 
called inte the service witil there is an actual need for him in 
line with his specialty. He should be permitted to remain, providing 
service to his home community, until such a need exists. The number 
of such recognized specialists required by the services could be 
markedly reduced by permitting them to act as consultants to multiple 
medical facilities and through the rapid evacuation of patients to 
the Zone of Interior where large specializing medical facilities 
sheuld be established,” #e#s# 
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TRUE COPY EXTRACT (Letter, Colonel Earl Maxwell, MC, Air Force 
dated 19 April 1948) 


aenne "1. There was a definite tendency to ‘send enlisted men 
overseas who had gotten into trouble or were found worthless in 
medical installations in the United States. This was apparently 
leas true of officer personnel, However, with the exception of 
affiliated units, the professional talent sent overseas with hos- 
pital units was inadequate. In my opinion more.of the renowned 
specialists should have been sent overseas rather than remaining 
in the general hospital in the continental United States,” ##1# 


TRUE COPY EXTRACT (Letter, Captain J. H. Robbins, (MC) US" 
dated 26 April 1948) ae : 


drent “Considerable confusion, at times causing actual enbarr- 
assnent, existed throughout the entire area due to Bureau of Medicine 
and Surgery interfering with Force Medical Officers.in assigning and 
detaching medical officers of the area without the knowledge of 
the Force Medical Officer. To overcome this, it is recommended that 
all medical officers be assigned to the Area Medical Officer for such 
 @isposition as he deems advisable, teeping the Bureau informed by 
copies of orders in case of any change and that the Bureau in turn 
process their changes through the Area Medical Officer,” *##e® 
; 


\ 
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L. K. Pohl, Colonel, MC 
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TRUL COPY ExTRACT (Letter, Colonel C. J. Beker, MC, Air Ferce 
| dated 22 April 1948) 


“one "e, It should be the general policy to assign specialised 
medical personnel to positions in which their specialty will be taken 
advantage of, and only for cause should the classification of a special- 
ist be changed. It is my belief that in general a Class A or nationally 
known specialiet should be commissioned as a Colonel. A Class B or a 
specialist who is a Diplomate of the American Board and a Fellow of the 
American College commission as a Lt. Colonel. A Fellow or a Diplomate 
pet a Major; also others who are well qualified because of experience 

and ability in a specialty. Those having no established specialty, 
but who have completed a recognized resideney, should be commissioned 
as a Captain. A lst Lt. in the Medical Corps should be eligible fer 
promotion at any time after one year of active duty. Age limits for 
grades under that of Colonel should be adhered to in original appoint- 
ments, not to restrict younger men, but. to prevent the commissioning 
of an older man as a lst Lt, or Captain, i.e. a Doctor or a Dentist 
35 years of age should either be qualified for commission as a Major 
or above, or he should not be accepted,” #### 


TBE COPY EXTRACT (Letter, Dr. Russel V. Lee, dated 16 April 1948) | 


eeeen "(e) Generel policies relative to assignment of medical personel, 
including use of recognised specialists and consultants. 


"If a proper catalogue of available medical men by specialty, age, 
physical fitness, etc., is made in accordance with Paragraph (a) and if a 
proper T/6 of all military establishments is drawn up, the one checked 
against the other would result in better assignments. In the sone of the 
interior, the hospitals should be largely staffed by older, part~-tine. 

_ specialists who devote part of their time each day to service in military 

hospitals and part te civilian work and teaching. Military hospitale should 

be located near centers of population to make such personnel available. 
skills and would welcome the chance 
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TRUE COPY (Extract Ltr Nellie Jane DeWitt, Captain (IC), USN, 29 april 1948) 


wHHMA system for the assignment of nurses similar to that used by Army Nursing 
Personrel should be established. For example: The sureau of Medicine and 
Surgery wold have a pattern for a 25 to 100 bed dispensary, or a 500 to 1000 
bed hospitale Sufficient nurses would be ordered to each District where they 
will be assigned as needed by the Commandant, upon recommendation of the 
District edical fficer and Senior Nurse in the Districte Such a procedure 
wold provide better nursing care and preclude the possibility of an unequale 
nurse~patient ratice 


Exaxples a 500 bed hospital needs a minimum of 50 nursese 


1 Chief Nurse 

1 Assistant Chief Nurse | 
1 Anesthetist (nurse) 

2 Operating room nurses 
2 Dietitians 


1 Oostetrical nurse (if a dependents hospital) 


37 ward nurses 
Me 
Le K PCHL ; 
Colonel, MC 
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‘PRUE COPY (Extract fron Ltr Alfred We Eyer, Captain (0), USN, 17 April 1948) 


a 


ute = =6®(c¢) General policies relative to assignment of medical personnel, 
including use of recogniged specialists and consultants. 


"Tt is nct believed to be good nolicy to utilize specialist 
personnel in the front lines. where combat conditions exist, working 
Situations are apt to be highly fluid with little opportunity for the 
specialist to fully exercise his talents. Additionally, assignment of 
such personnel to individual units tends to violate the principles of 
conservation of medical personnel and effort due to tho restricted 
numbers of service personnel coming under their cognisances « Assignment 
in base hospitals, hospital ships and continental hespitals is considered 
‘practicable. 


"The utilization of civilian specialists and cousultants in 
both peace time and war is considered highly desirables It pee ag 
emcellent training for service versormels and, offers, on the part of 
both service and civilian doctors, an setae for appreciation of baa 
outlook and problems of oash cughess 


EE 
OOP a, Pa 
Colonel, XC 


TRUE COPY EXTRACT (Letter, Colonel John A. Rogers, MC, USA (Ret. = 
dated ba April 1948) 


he wae ae 
Pere jeterel é : "3 . f8h% 2 
No comment on the penwel cant eactar one wee acealienh. It is 
believed that the utilisation of specialists, as such, was in many 
instances carried too far. The services of many of these zen were 
restricted to their specialty when they could have been utilized 
for duties outside of their epecialty. It was my experience as 
Surgeon of the Fifty Army Area in Chicago, after the War, that this 
did not make for an effective utilisation of manpower and somewhat 
hindered more rapid demobilisation," #t### 


L. Ke aaa C aX 1, MC 
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on ee (Letter, Colonel Robert E. Peyton, MC, USA 
_ dated 19 April 1948) 


is thee tha bard Tire teak in Ub sok ta wa peakcaeT Gk ee a 
skill but an inordinate amount of good luck, Uncontrollable epidenics 
of disease and blockage in the chain of evacuation from the theater 
to the sone of interior were ever-present potentialities which cannot 
now be forgotten merely because they did not materialize, All our 
reverses vere temporary. We must face the fact that our combat troops 
had things pretty much their own way once they got rolling. Eneny 
eapabilities to inflict higher casualty rates with new weapons and new 
techniques must be considered at all times, After the shooting is 
over and our hindsight becomes more acute, we are apt to engage in a 
type of “Sunday morning quarterbacking". Therein lies danger -- just 
because we had good luck before it does not follow that good luck is a 
national birthright and that we will have it again, 


"National interest must be sdérved by the utmost economy in 
the use of every medical officer, On the other hand, national interest 
and the common dictates of an enlightened husanity demand the highest 
etanderds of medical care for the men who fight our battles on the land, 
on the sea, and in the air. The mass of casualties will never adjust 
themselves exactly in number or in location to the medical means provided. 
In other words, just because we previde certain means it does not follow 
that the casualty load will stop when those means are exhausted. We must 
provide the means we feel to be safely sufficient te maintain the highest 
medioal standards for peak loads of casualties in the constantly 
situation. To assume that either the civilian or military medical pro- 
fession or the statisticians can ever predict with certainty the outcome 
ef military operations and the exact requirements for medical means at 
the proper time and place is te endow them with a divine power which no 
one possesses. Reserves and flexibility for the medical service are just 
as essential ae they are for combat tropps. If we provide too little too 
late we assure a medical debacle and a national disaster, It is far worse 
te swing the pendulum from toe much to tee little. That every medical 
‘ efficer at all times be kept comfortably busy is in all respects an ideal 
situation not legically capable of fulfillment. We do not believe that 
every infantryman er anti-aircraft artilleryman can be kept buay at all 
times shooting his weapon at the enemy, Al) mangower will be'in short 
supply. Further, if, due to slackening enemy resistance, we get by with 
less casualties than we had reason to expect, then there is cause to ree 
jolee and thank Divine Providence for his mercy. 


"The medical service is just part of a team engaged in a most supreme 
undertaking and we cannot gamble on ite succese any more than we can on the 
success of the armed forces as a whole. Safety is assured only by the 
physical presence of employable and adequate means within the theater ef 
operations. In our eagerness to conserve critical medical manpower, let us 
take care that we do not fail te accomplish one of the major missions of 
er Serene * Ranney) Che commen ya yeen Of Ska Wes Seen 


biahaladtll i oY dee 
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TRUE COPY EXTRACT (Letter, Colonel F. A. Blesse, MC, USA dated 19 April 1942) 


"a, The assignment of medical officers must be controlled at a higher 
level to avoid improper distribution. During the last war the combat divi- 
sions were usually below 50% of their authorized allowance of medical of- 
ficers. Last minute additions were usually made at the Fort and untrained 
officers were thrown in from the Service Command. Investigation showed 
that Service Commands and Air Corps had 100% of their authorized allotment 
during this period and they were at one time directed by G-l, ¥. D. (Gen, 
Henry) to immediately release a minimum of 400 to the Ground Forces for 
assignment to units preparing for overseas shipment. The Field Forces 
should at least have equal pricrity in assignments and consideration must 
be given to the fact that these officers cannot be qualified for field 
service without proper basic and unit training. They are needed early to 
also assist in the training of their own personnel, Complaints heard from 
battalion surgeons, for example, were that their professional training 
wae wasted and that ae sergeant could do their job as well. In every instance 
investigated, it was found that thiz opinion was based on a complete lack 
of understanding of the job due to a lack of proper training. 


*"b. As a policy officers over 40 years of age should not be assigned 
te combat divisions. Officers over 48 years of age should not be assigned 
in the army area behind the combat divisions. Officers who can serve in 
the ZI can serve in installations in the theater of operations, outside the 
army area, regardless of age or physical limitations. There were many ine 
stances during the last war where medical officers were classified as "limited 
service, ZI only”. The physical impairment given as e reason for such clas- 
sification was frequently some minor defect such as, chronic colitis, chronic 
sinusitis, chronic bronchitis, ete. These were so numerous as to cause 
frequent criticism and were a bad morale factor within the Corps. Service 
in a fixed installation: in a Theater of Operations does not differ greatly 
from service in the ZI and asa policy, such limitation in assignment should 
not be tolerated. as ie 


*e, The records of reserve officers are usually not fully known to 
those making assignments, A system of records should be compiled showing 
brdafly, the pertinent facts concerning prior service, training, quali- 
fications and capabilities. These should be indexed in age brackets, 
specialties and likely assignments, and should be available for all those 
responsible for future assignments. 
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TRUE COPY EXTRACT - Continued - Colonel F. A. Blesse, MC, USA 


"a. Recognized specialists should be assigned direct to units where 
they are to function. There is little need for their military training 
and training in the few eubjects considered essential can be given in 
addition to their normal duties as a specialist. Newly activated units 
could delay the assignment of such a until the latter = of 
their training period. 


_ ®e, The consultant program should be designed to furnish the Sur- 
geon General with advice in specific fields of medical practice and admin- 
istration. Consultants need not be limited to their om fields of interest 
in giving advice, but they should not be given authority that night prove 
euberrassing to the Surgeon General, the General Staff or the Secretary 
of Defense. It should be a fixed principle that each Surgeon General is 
responsible for the medical service of his own department, and that the 
consultants are merely to assist, within the general scope of their 
specialty, in the discharge of that responsibility, It is believed that 
this relationship betveen.the services and the consultants can be es- | 
tablished with tact and firmness, and it is essential to the prestige 
of military medicine that this be done. . 


“¢, The duplication in assignment of consultants of various levels ve 
im a theater of operation is wasteful of this scarce category. Assignments 
as consultants in a theater should be at top level, at other levels they 
should normally not exceed one surgical and one medical consultant. If — 
others are needed for special surveys, this can be — oe 
for hou tached duty from a unit having such talent, ##e#* 


RESTRICTED pie 0 oe 
« K. Publ, 7S 


RESTRICTED 


TRUE COPY (Extracts from Ltr Col. Harry Gy Armstrong, WC, 16 April 1948) 


(2) 


(a) Specialists not used as specialists. 


(b) Regular Army personnel, no matter how well trained 
medically, given administrative work commensurate 
with their grades. 


(c) Failure of Command to properly evaluate medical 
service. 


(a) Ineffective use of highly trained personnel in 
@mall units. 


Remediass 


(a) =e Specialists at their jobs or use only as 
onsultants. 


(b) indectrinate Command with better concept of good 
medical care. 


(c) Indoctrinate civilian components to accept 3100 
MCS's rather than that of a , 
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TRUE COPY EXTRACT (Letter, Captain Lewis T. Dorgan (uC) USN) 


"During the last war it often Seeored that after a careful distri< 
bution of medical officere within Seventh Fleet area so that each unit 
had its necessary specialists, orders would be received direct from the | 
Bureau which would nullify all previous plans. An attempt was made to 
rotate doctors back to the States at the expiration of 18 months of 
foreign shore or sea duty but often Bureau orders would be received re- 
turning one man to the Stetes after from 9 to 12 months outside duty 
which necessitated holding another doctor of the same unit for as long 
as 24 months. 

"In global warfare only the personnel of a particular area can be 
cognizant of the peculiar personnel needs of that area. They should be 
free to move all doctors, and corpsmen within the operational area at 
local discretion. In the last war many medical officers spent idle 
months in pools ashore or uselessly rode LST's as surgical teams long 
after their ships had ceased to engage in amphibious landings. Seventh 
Fleet was cognizant of these excess medical officers but could not 
utilize them as they were under the administrative control of Central 
Pacific, 


# | 
4 Medical Department representatives of areas should eubmit 


personnel requirements monthly and needed personnel should be specifically 
ordered to within that area. They should all report to the area or Fleet 
Medical Officer for reassignment. All personnel declared excess “ 
that area should be ordered ont only by the local command. 

"(2) Surgical teams and other specialized medical necwelliel: should 
be used only temporarily aboard landing craft. As soon as their mission 
is accomplished they should be returned to a working pool, preferably 

one maintained at a large hospital such as the one established and main- 
tained at Fleet Hospital 114 on Samar by Seventh Fleet." *te 
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(letter, Captain 0, B, Morrison, TT ay KK, USE 
dated 23 April 1 sett 


“eum  "e, General policies relative to assignment of medical 
personnel, including use of recognised specialists and consultants. 


Probably the greatest oritieisn of the Navy Wedical Departq- 
ment was due to the assignment of well trained specialists to jobe 
having no relation to their specialty. Two examples which came under 
wy observation will serve to illustrate: 


A weil trained obstetrician and scales who had 14 


The MeGual Gide Ves wh buuadien’ found wecéees Via 12 years 4n . 
surgery, including post-graduate work at the Mayo Clinis, who was 
assigned duty with salarial contreal units and forced to do this 

type of work during the entire war. - Obviously, ie cea or toe 
service are of paramount importance, but such assignments are sure. 
to create resentment and discontent and are viewed by the individuels 
ber ort as exanples of pure arbitrary action which is foolish and 
inefficient. 


> i ea Sia wich Soe the Sant acme ie dined oun to be a 
good way to solve this problem of efficient assignment of medical 
personnel, A board of specialists consisting of a general surgeon, 
orthopedic surgeon, internist and psychiatrist were assigned to the 
eray surgeon, This board was authorized to visit all medical 
activities in the area, to live and work in each of the hospitals 
until they made a thorough study of the needs of that activity. 
They individually interviewed and observed each medical officer and 
were given full authority to assign mdical personnel in accordance 
with their experience and ability j/ sit 
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THUR COPY BXTRAGT (Letter from Rear Admiral A, H, Dearing (MO), USN 
: dated 26 April 1948) | 


eeeee “(¢) General policies relative to assignment of medical personnel, 
including use ef recognised specialists and consultants. 


During the campaign in the South Pacific srea there was in my opinion 
teé much centralization of authority for deployment of medical personnel 
in the Bureau of Personnel and Buted at Washington. There appeared to de 
@ reluctance on the part of the Navy Department, which was six thousand 
miles away, to allow the personnel officer of the staff of the South Pacifie 
area to order personnel to duties where they were needed. To ay knowledge 
no firm policy was ever enunciated regarding this matter. ‘The writer, as 
Staff Medical Officer, utilised the authority of the Commander of the area 
to shift medical personnel as needed anywhere within the area and from ship 
to shore and vise versa. Personnel sometimes received conflicting orders 
from the Bureau of Personnel or from the Commander in Chief of the Pacific. 
It was only on protest by the Commander of the area that he was allowed te 
utilise his personnel as he wished, I¢ is my opinion that in future pleaning 
there should be more decentralisation of the authority from the Bureaus in 
Washington and that responsibility fer personnel and ite assignment within 
areas and districts showld be delegated to the Gommanders and Commandants 
of these particular aréas. 


There were top many “vielting firemen" coming into the area some of 
them merely as observers; others, presenting themselves as official repre- 
sentatives of the Bureaus and tending to divert officers from their duties 
and generally interfering more than doing any good within the arga," **e908 


RESTRICTED) Zsa. 


5 oe 


RESTRICTED} 


QRUN COPY EXTRACT (Letter, T. F. Cooper, USN, dated 19 April 1948) 


steee “Personnel planning had reached a high peak near the end 
of the war, and a great deal was being done toward utilization of 
medical manpower where the particular talents of the individual 
would count most. All medical officers were catalogued not only as 
to specialty, but as to their standing in their specialty. Informa- 
tion as to rank, length of service, marital status, etc. was also 
included. This was most helpful to those responsible for assign- 
ments. It is impossible, however, for all specialists to be contin-e 
vally occupied in their specialty during a war, and that should be 
thoroughly understood by all. In the terrific rush of mobilization 
during the last war, insufficient time and effort was expended for 
proper indoctrination of redical officers efter induction. Too 
frequently the indoctrination consisted merely of assignment to a 
Naval Fospital for a short period where assignnent te e ward and to 
the watch list was all too often «11 that was ottained in that dir- 
action 7 t#ixt ; 


eee NAcsionment of personnel should tbe in accordsence with the 
wishes of the individual, insofar as exigencies of the service will 
permit. Duty at sea or extra-continental stations should be terminated 
prior to or sharply on expiration of the usual or normal length of the 
tour and extensions should not be granted except under unusual cir- 
cumstances. Undesirable billets should te rotated frequently. All 
officers should get a fair amount cof hospital duty. Those ehowing 
cutstanding ability should be given every opportunity for special 
training and advancement in their specialty. Utilization of recognized 
civilian specialists and consvltants is a tremendous advance. It is 
stimulating to those in the servics and is a means of stimulating the 
interest of the civilian profession in the armed services. By pro- 
moting interest and good will among the top men of the profession, 
medical officer procurement would be enhanced." ##itt# 
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(letter from Capt. “arwick T, Brown, (iC), USN 
deted 20 April 1928) 


een Ne, Consral Policies relztive to Assignment of Medical 
Personnel, including use of recognized specialists and consultants. 


In regard to field and amphibious medicine there should be 
& minimm ef one surzeon vith each Medical Company and with esch 
platoon of the Corps ivacuation Hospitals, ach division should have 
a Psychiatrist and an Ophthalmologist. Each Transport which is 
desicnuted to receive casualties should have a surgeon and each 
Transport Group should heave an Ophthalmolocist. Constiltants to 
military organizations should be members of the Staff Section of the 


Senior Medical Officer of the orcantzation in which they will function. 


They should have responsibility to instruct and coordinate practices 

4n their specialty, Their personalities es wll as their professional 
quelificatione, should be considered before appointment. They should 
if at all possible be menbers of the regular militury establishment 

or carefully selected reserve specialists, They should be devoted to 
duty with the desire and a yesponsibility to lead and improve, ***#* 


Lh Lee) 
Le Ke Pi 
Colonel, Ue Se irny 


TRUE EXTRACT COPY (Letter, Col Robert P. Williams, MC, Surgeon, 1€ Apr 48) 


oanet "e. General policies relative to assignment of medical per- 
sonnel, including use of recognized specialists and consultants. 
Recognized specialists and consultants not to be called until a 
ition vacancy exists. These people need but very little mil- 

itary training and should then be put to work in their speciality.” 


ere es | 


Colonel, Uj 
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TRUM COPY EXTRACT (Letter from Brig. General Roy 6. Heflebower, USA (Ret.) 
dated (undated) ~ received 30 April ape) 


oonee "8. Quality of the personnel charged with training ie another matter 
which deserves serious consideration, In the BDegimning the commanding 
officer of the Center was permitted to select and retain trainees te make 
wp the authorised cadre, This not only permitted the selestion of competent 
mon but also permitted a highly desirable retation of enlisted persomel. | 
In other words, a commander could select and utilise the services of 
competent personnel for several months and then transfer the individuals 

to other commands and replace them with other men who had completed their 
training, The records of Gamp Barkley chow that ae long as it was permitted 
this policy was followed and contributed to the efficiency of the Center and 
te the benefit of the units to which these highly trained men were 
Witimately sent. Later, the policy was changed and the only men available 
for the cadre were those considered te be unfit for overseas service. This 
Feaulted in the discards from other waits of all armas being sent to the 
Training Center for utilisation as trainors, Many of these men were non- 
commissioned officers who had no experience in the Medical Department, were 
not only of little or no value as trainors but absorbed the grades to which  . 
qualified and medically trained enlisted personnel vere entitled. 


18. In order to conserve medical officer personnel, I am inclined 
to believe more consideration should be given te the utilisatien of Medical 
Service Corps personnel in administrative positions im Medical establish 
ments. The plan to utilise medical administrative corps persomnel as 
Batalion Surgeon's Assistants during the recent war proved to be highy 
effective. These aesistants were all trained at Camp Barkley, Texas. I 
see no reason why a Medieal Service Oorps officer cannet serve efficiently 
as an executive officer of a hospital, The commanding. officer is alwayea ai ~~ 
medical officer, and in reality an executive officer is the administrator. 
The commanding officer eould make decisions on purely professional matters 
and the executive officer could handle all momprofessional administrative 
supervision. If there be objection te giving the title “executive officer® 
to a nonorofessional man, then the term “excoutive officer" sould be ae 
and “administrative officer" used in its stead," seseess 
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RUE COPY EXTRACT (Letter from Dr, Wm. 6, Menninger, Reels Kansas, 
dated 29 March 1948). 


eeees (7) Some place in the shuffle we have to figure how to save 
medical personnel and use them more effectively. I think fundamentally 
this means that the Surgeon General has to have control of all medical 
personnel and there is no sense in the Air Force running hospitals that 
the Surgeon General's consultants can't visit; there is no point in 
having-a lot of medical officers under the Ground Force that can't be 
touched and are kept out in the field as captains for two and three years 
without even a chance at retation, etc, ***** 


eeese #(9) In general, I am sure we should have much higher percentage 
of our psychiatrists in the field with divisions or field units or mental 
hygiene consultation services or outpatient clinics than we had in the 
last war, We had far too many in hospitals when I think we would have 
cone a detter job to emphasize preventive psychiatry." *eses 


See <iWweik 


eg 
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TRUS COPY. EXPRACT (Ltr Rear Adm ¥.L. Conklin (MC) USN, 27 Apr 48) 


wexsee OC, "Medical personnel should be assigned in accordance with their 
specialty, Consultants allocated for civilian billets could be used as 
consultants in our navel hospitals, #esesete* a Ss 
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RUS COPY EXTRACT FROM AIK BVALIC TION BOAHD SPA RuUPURT NG, 35. THe HEDICAL 
SUPPORT OF AIH WARPARS IN THS SOUTH AND S¥PA FHOR DEC 7, 1941 TO aUGUST 1945 


esenncars 6, "Phe efficiency of 2 unit wos frequently closely related to the 
ability of tie Flight Surgeon to obtain the eonfidence of the personnel in 
his command. Approximately 10 percent of the Flight Surgeons assigned to 
these theaters were unable to establish the mutual understanding necessary 
because of Avaidte of personality and character vhich made thea illfitted 
for this type of duty. It was difficult to agsign such men as it was insort- 
ant that they not be assigned to positions where they might come in contact 
with flying personnel. 


Approximately 10 percent of the Flight Surgeons assigned to tiese 
theaters lacked the personal attritutes required for this type of duty. 


fhere were ineaufficient Dental Officers assigned to tue Air Porces 
in these the:.ters to maintain the dental health of Air Foree troops, 1 seoee 


Ig K. POHL, COLONEL. MC 
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EXTRACT COPY OF P°RTINENT MATERIAL CONTAINFD IN AIR FORCE MPDICAL DEPARTMENT 
HISTORICAL RECORDS OF WORLD WAR II. (Lte. 13 Aug. 1943 fr. Brig. Gen] Grant 
TAS to Col. Malcolm C. Grow, Surgeon, &th AF) 


xteee® "More or less in connection with the above, I have caused a survey 
to be made of all officers in the theaters from a strictly professional point 
of view. It is quite evident that the number of professionally cualified 
officers in service with out most active Air Forces overseas is considera- 
bly below the desired number. In the rush of expansion, the tendency has 
been numbers rather than quality. I think, for the future, that we have 
made a mistake in concentrating everything on the idea of the flight sur- 
geon being a ‘hail fellow well met’, instead of a professionally qualified 
individual. To this end we are working toward seeing that every group 
has one man qualified in each of the following: Internal medicine, general 
surgery, ophthalmology, otolaryngology, and neuropsychiatry. Also, I think 
the tendency has been to use a very young age group, whereas it would be 
more desirable to have men of more mature judgment. The grovp of men now 
being sent to the School of Aviation Medicine fall into the category men- 
tioned above." ##trs 


L. K..Pohl, Colonel, MC 


TRUK EXTRACT COPY OF MSDICAL SUPPORT OF THE USAAP Iv THN BUROPAAN THEAT.R OF 
OPLnATIONS, HISTORICAL SUCTION - APTAS, 


eutver™ C. "Professional staleness, waning interest and morale, and the ten- 
dency to bacome self-satisfied in a smoothly working organiz:tion were en- 
coureged by routine tasks which allowed the officer's surgical and other 
acquired skills to gradually fade through disuse. The duties ani responete 
Lilities del-gated to many of them were so short of their abilities trat the 
successful execution of them failed to generate any pride in the work, teseece 


Cglonel, at 


@RUE EXPRACT COPY OF LTR CMDR M.T, MACKLIN (uC) USN DTD 12 May 48 


eeneeee C."fhe recent ectablishment of the Medical Service Corps, should be 

the long awaited cure to the Medical Officers plague. The experienced capable 
men of the Hospital Corps, can now in their entitled position assume the admine 
istrative duties, Coutts, Boards, Enlisted discipline ete., and thus permit 

the Medical Officers to perform their professional duties in a more efficient 
and conseientious manner, ***4**s9% 
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THUR HATH. COPY OF MEDICA. SUPSO: OF TST USAAF 10 THE MEDITSinANZAN PHRATSR 
HISPOAICAL S2CPTION ~ APPAS 


encevoreeee C, fAlthough Jurisdiction over assignment of all clacses of nedécal 
personnel was essentially a function of the Ari Force Surgeon, a large degree 
of latitude with regsrd to reassignuent within the respective commands, after 


such action had been coordinated with the Office of the Ai 
to be desirable, "erecene r Surgeon, was found 
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TRUE EXTRAGE COPY (Ltr Brig. Gen. G.R. Kenneback, Dental Corpe, dtd 7 Kay 40) 


wexeee OC, "The staffing of dental installations dould be on the basis of not 

less than two (2) dental officers per 1,060 strength of individuals entitled 

to treatzent. All jobs not requiring a dental degree should be filled by 

members of other Corps or by qualified enlisted men or civilians; thus assuring 
that uental officers will be employed full time on dental >rofessional duties. *¢+* 


APEC catanel, HO 


RUS EXFiactT Copy (Ltr Lt.Col ¥.J. Reuter, Dental Corps, dtd 11 May 48) 


seovvese C. YAacsignaent of Staff Dental Officers ~ g, Deficiency - Table of 
Organisstion did not authorize staff dental officers in the earlypart of the 

war and many Air Forces suffered because they were not assigned. In some Air 
Yorcee their necd was linmedistely recognized and they were assigned as overages 
until authorization for them was obtained on Manning Tebles. In other Air 
Porces they were not acsigned antil 1944, The 14th Air Force appsrently did 

not have a staff dental officer at any time. », Unfavorable Effects - In the 
absence of staff dental officers, dental problems too frequently did not receive 
their due attention at Air Force headquartsrs in order to obtain effective and 
timely solutions. fhis was true particularly in the Pacific and Ciina Pheatere wx 
where the personnel shortage was eritical almost throughout the war. Froblens 
of station level were slow in reaching Air Force headquarters and dental officers 
at station level were denied the benefits of staff visits. ¢. Recommendations; 
That Tables of Organization of Air Porce Commands, Air Force headquarters and 
higher Airforce Headquarters utilize in foreign theaters be authorised a staff 
dental officer for staff duty. Where etaff duties do not raquire the services 
or 2 full time officer, this officer can previde the professional care of the 
headquarters personnel as well as an additional duty. # Sesssesss 


RESTRICTED 


EA 
eke POH, lionel, KC 
209 


RESTRICTED 


TRUE COPY EXTRACT (Letter, Colonel Arthur B, Welsh, MC, USA 
dated 19 April 1948) 


anna ®o, Difficulties in control of air and ground medical 
service were created by the Army command structure. For example, 
a medical ménitor was absent at topside te equitably distribute 
and assign personnel among major commands. It was chiefly a job 
of ‘horse trading’ in World War II -=- and a difficult one at 
that. The Surgeon General was ‘boxed' in Army Service Forces, 
had the responsibility, but couldn't exercise authority in many 
instances. There should have been more joint use of spechlists 
and consultants.” #*## 


TRUE COPY EXTRACT (Letter, Colonel Hervey B. Porter, MC, USAF 
dated 23 April 1948) 


wneet “Lack of trained medical department personnel; indi- 
viduals and unit, attached medical, arrived overseas who were 
evidently the culls of their home bases. Drunkards, perverts, 
and psychiatric cases were among such, which caused a heavy load 
on an already overtaxed medical who had anticipated the help of 
these same individuals in remedying the situation, *##se 


aenet @e, Phe T/O assignment of medical personnel was too 
rigid, Too many units had no assigned medical, and would be. 
dependent on a parent organization, such as a Service Center or 
Bomb Group for medioal services. I have seen one dental officer 
responsible in this manner for the care of over 2300 men, and ; 
have seen one medical officer responsible for the health and sani- 
tation of three fighter strips, fifty te three hundred miles apart 
in Jungle area and only air communication between.” ###+ 
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eeeee “General policies relative GO ASSIgNRent Ci MEUICAA pUruuEnes, suu.uusng 
use of recognised specialists and consultants - It is absolutely imperative that 
the Armed Forces be impressed with the fact that the medical service cannot be 
properly conducted without a wide use &f specialists of all types and that these 
specialists must be given recbgnition in accordance with their age, and prefess- 
fonal abilities. Therefore, it is essential that when bulk allotsents are nade 
far the entire forees in the grades from gemeral officers down to the lewer ranks 
that a special alletment of grades be made to the Medical Departacnt. One of the 
greatest defects in the past war was that no provision had teen made for the pre- 
motion ef the deserving consultants and specialists. These officers had to oom 
pete with all ether special and gen ral staff officers for position vacancies in 
the higher grades. There was uo 7/0 alletment for them and in consequence in 
many instances they were denied the promotion that they so richly deserved. It | 
is Sesential in time of peace to prepare well-thought-out Tables of Organisation 
fer General Headquarters Medical Sections, Comsunications Zene Medical Section, 
Base Section Medical Sections, Army Headquarters Medical Sections and the like 
and that special Tables of Organization Be prepared for consultant groups with 
Yanks cerresponding to their abilities and that tiisee consultants be not placed 
in a position of competing with officers who are carrying out the vital tactical, 
adminis ve, ana staff @uties in the higher headquarters. The proper use ef 
consultants is vitel to the suecess of the Medical Department undertaking. This 
should be recognised and previsions should be made in advance for their utilisa- 


tion aad assignuent, 99sse 
Nk “Oh 


Colenel, MC 
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Extract of Statements made by Brig Gen Robert C. McDonald, MC, USA Glues) F 
21 April 1948, before the Subcommittee on the Employment of Military Medical 
Resources 


weevtlNow, regarding "General Policies Relative to ASsignment of Medical 
Personnel, including use of recognized specialists and consultants," 


"In the early stages of Wi.II, technical metiical personnel, both 
commissioned and eniisted, were often assigned to positions where their 

special qualifications could not be utilized to the best advantagee Many 
months passed before an effective plan for assigning specialists and con 
Ssultants was implemented. Properly assigned medical specialists and consultants 
rendered invaluable service in establishing and maintaining a high standard 

of medical care and treatment, Timely classification of personnel is 

essential to giving specialists their proper assignments.": 


Regarding the use of recogni.ed sprcia ists and consultants, I am 
enthusiastically for ite 


The medical consultants in my office when | was surgeon of the Fourth 
Service Command were invaluable in maintaining a high standard of care and 
treatment for the patients in our station regional and genera. hospitals. 
They did a spleridid job. They were well qualified, They were cooperative, 
and I feel that they did particularly good work. 


. The most valuable of them, from my standpoint, were the internists, the — 
general surgeon, the neuropsychiatrist, and the orthopedic surgeone We did 
utilise brain surgeons, for example, and other specialists, but those were 
not so much used, and when they were needed they could be taken from a 
general hospital which was a center for their specialty, and the patients 
couid be taken to those particular hospitals. So we did very well on that, 
and had the consultation service, plus the actual operating service at the 
various specialist centers." elialaielll 


' “What would you advise doing to prevent wastage of medical officers 
during the training period of medical units?" 


I would reduce the assignment of medical officers to units during the 
training period in so far as practicable using administrative men in their 
place for normedical duties, " s#rHx 


: "How do you feel regarding the acceptance of lower mental grades of en- 
listed men into the medical department? “hould we take our proportionate 
share of these types? If so, what assigrments would you recommend for them?" 


I think we can take our proportionate share of lower mental grades. 
They can de janitor work and perhaps litter bearing and other tasks that do 
not require a great deal of — ee 


I would 14be to make a coment regarding the use of limited nervinn 
personnel by the medical department. I think we would have much less 
difficulty in holding our gen-intihw Wedical depargment if we could find 
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men that were limited service because of minor defects, who haye special training 


in medical work, assigned to the medical ern and noone else would want 
theme 


I have heard that during the last war many of our units with medical sections 
with combat units were just taken out bodily and put into the combat units, be=- 
‘ @ause they needed able-bodied mene And, they traded us limited service men who 
didn't have the medical qualifications. So I believe that we should plan to 
utiiise linited service men, insofar as practicable in the medical department 
from the begiming, particularly in those positions where technical training c 
requirede 


"De you consider it mandatory that ome a soldier is <csehaae by the 
medical department that he not be transferred by staff action to other branches 
ef service? How would you implement this authority? Did transfer of enlisted 
men affect the morale and efficiency in World War II? 


I would Say that a physically qualified medical department soldier who 

has no special technical qualifications for the medical department might have 
to be transferred to the line under certain conditions. I don't believe that we 
can have an iron-bound rule on the general service mane Now, on the other 
hand, limited service men, I think, should be put in the medical department and . 

retained theres Some medical department men desire transfer to one or other of 
the branches, perhaps in the interest of promotion or to a unit where his special 
qualifications may be best usede 


"Do pe need doctors in many of the positions we have used them in habitually, 
vis., executive officers, adjutants, registrars, supply, etec.7?* 


All medical units whose function is to care for or treat patients sould be 
under command of a medical officer. But in large units, where the executive 
officer has sufficient work in administrative matters to do, without having to do 
any professional work, we can use other officers when there is a shortage of 

officerse Where there is a good supply of medical officers, I would pre~ 
fer that the executive officer be a medical officer, because he has more control 
over the staff and better cooperation with them. The adjutant, I think, can be 
an administrative officer and need not be a medical officer, except in a special 
situation, Registrars are better if they are medical officers. But we can get by 
when there is a shortage of medical officers, by the use of administrative mene 
The same way with supply. 


“In your opinion, should regular officers be given command of medical unite 
and installations without regard to their administrative qualifications? Would 
Reserve officers acquit themselves as well? What is your solution to conditions 
where all regulars were removed from professional duties during World Warg I and II 
and as a result became deficient in medicine after those wars?® 


I. think that every medical unit should have an officer at the head of the 
hospital administratively qualified to carry one That hasn't always been the © 
case, not, of course, through the fault of the men they put in charge of units 
but because we simply didn't have the trained men to put in command of the units. 
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Would Reserve officers acquit themselves as well? In many instances, 
yese Generally speaking, almost as well. 


As to the solution, I think it is unfortunate that highly trained professional 
Regulars should have to be taken off their professional duties. Uut I believe 
it was a matter of expediency. We just simly didn't have the officers to do 
the work; that was all. 


I'would like to see a highly trained medical specialist Heaps on his work - 
in war, no matter what branch he belongs te 


*Should American Specialty Board membership be the sole index to the 
recognition of specialists? If not, would you suggest a basis for decision in 


this field by the Surgeon General's Office?™ 


I certainly don't think that Board membership should be the sole index of 
the recoguition of specialists, I think that there must be some plan, or system 
set up whereby we could verify the man's qualifications. A medical officer migh 
be carried as a specialist by the American Specialty Board and not have practiced 
his specialty for some time. Generally speaking, I think that certification by 
a board is a legitimate evidence of qualifications, but not alwayse 


"Did the consultant system work efficiently during the war? Did sectionalian : 


' have any part in their selection or assignments? How much did personalities play in 


the assignments by consiltants? Bid lack of general military knowledge of staff 
relationships play an imortant part in the disagreeable instances of command 
interference in aseigmert of specia iste?” 


My answer to the first part of that question—did the consultant aysten 
work effectively during the war is that it did so far as I knew, It worked 
satisfactorily in my service commands 


Sectionaliam had nothing to do with the selection or assigrment of consultants, 
so far as my experience goes. 


I know of no instance where personalities played any important part in the 
assigment of consultants, EK would be natural that it ge happen, bat I didn't 
know of ite 


I have no coment on the last part of ite 


"Are consultants necessary in each medical section headquarters from the 
field army on up? Can or cannot a generaly’ surgical consultant handle all of the 
field of surgery?" 


I think that medicalconsultants are required at section headquarters from 
the field army on upe They certainly worked to great advantage in the Zore of 
the Intertor in Worid War tle I do not think a general surgical consultant can 
handle all the field of surgery in a large territorial commande I certainly think 
an orthopedic surgeon would be required, if you cet in very many wounded, 

general surgeon doesn't know enough about orthopedics to assure that the wounded 
iG a high standard of cares 
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"In the civilian -consultant program now fourishing in our federal medical 
services, do you see why a single list recognized and available to all services 
should not be established as an econcay measure?” : 


"Do you believe the accepted notion that troops respect and have goctideces in 
their doctors as the result of their long association in training, through 
hardships, ete.? If not, do you consider withholding. the assignment of medical 
officers fn war to non-medical units until just prior to overseas movement?* 


I don't believe that you should waste medical talent with units who are not 
in combat, when they don't need the medical caree I believe that a medical 
prog should be used in accordance with his qualifications and be kept busy. 

I do realise that it is important for members of combat units to know fend 
decteor and to have confidence in him, I don't think it takes a long time to 
build this up through long association. I think a good perernsy on the part 
of the doctor san build this up in a matter of weeks," 


il 
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TRUE EXTRACT Cory, (Extract of statomenta mde by Colonel Thomas J, 


Hartford, MC, USA om 23 April 48 at interview 
with Subcommittes on the Eaployment of Military 
Yedioal Resources) 


ween Mo, Vell, mumber 1, I think the present plan in all the 

services along carver management is excellent if earried out, 

and of course they will be just as good as the people aduinister~ 

ee ee ee ee 
ection, ’ j 


During peacetime in the assignment of reserve personnel] 
I believe that has to be centralized to the services, As it now 
stands fin the ‘rmye-I am speaking for the Army mily~<-a certain 
mmber of reserve mdical unite are given to each jeuwy as their 


etill is not properly assigmd, \ 


\ 
ZI feel that we mst get the information om ou reserve 
officers, which w in the Afmy do not have, and the Adjutant 
“does not have, and once we get the information that we 
paige reag~ Ohne rye Fh piney pl ela eames 's office, 
& 


in 
4¢ you are using a lot of civilian personnel, if the expcutive 
efficer, for exanple, physicien, es 
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kewee "Go, man and neuropsychiatrist is probably sufficent, 
unless you speak of the dental and veterinary officers as con- 
sultants in preventive mdicine,. 


Relative to affiliated units, I think they are a desirable 
part of the organized reserve system, I believe the echelon-type 
of assighment to these units is feasible and ought to be locked 
into, and perhaps it should be a skeleton organization with only 
certain chiefs of service actually assigned, and thtit be so called 

to duty. 


I think that it would, might well do just that. In other 
words, if we replace medical officers by laymen in these key 
administrative positions and they all call for high rank, that 
eventually it will dawn on somebody that we are depriving pro- 

motion opportunities; that we already have reached that phase. 


In other words, we all know that there oan be just so many 
cardiologists, for example, or nevropsychiatrists, or anything else, 
We can use just so many in jobs that really call for the skill that 
we are educating them to have. There is going to be a group of 
people that we are trying to save them by calling it a new nam, 
master physicians, or somthing, that are just general practitioners. — 
Now, that group probably would look favorably towards some of these 


L. KE. P 
Colonel, Me 
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(Captain W, D, Small, (MO), U. 3. Navy, 
dated 5 May 1948) 


_ *asee 43, There will probably be, as in the past war, more special- 
ists than the Services can employ in their specialty. Recognised 
apecialists ond consultante are of ineetinable value in training 
junior officers and a certain number ean be utilized here, Recognised 
specisliste must be the professional backbone of all major hospitals 
and in this poet-war period consultants have amply demonstrated their 
value. The Army's system of specialized gurgieal, shock, and similar 
teams which were highly mobile and could be used to amplify professional 
services wherever needed was effective and the scheme in suitable modi- 
fication could be employed thrucut the Armed Forces. The Kavy's 
epidembolegical units were extremely valuable. Inevitably all doctors 
eannot be utilized where they would like te go and certain specialists 
must be exployed outeide thelr specialty, Adequate and early indos- 


trination in this respect aay avoid many of the bittexremarks made about | 
the past war, *ssees 


i 


Ll, K. Pohl, Colonel, MC 
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TRUE BXPRACT COPY OF INTERVIEW WITH COL MARY G. PHILLIPS, ANC, 27 Apr 48. 


eeecesee G, “We had to assign large numbers of nurces to the tranwportation 
corps which wae a new thing as far as assignsent of nurses had been concerned, 
and it further depleted the number we had available for hospital duty. Ye know © 
that, during the war and up to the present time, permanent assignment of nurse 
personnel to transport duty has been available. We would like te see it get 
back to our peacetime «status or more nearly to our peacetine status where we 
depend upon our people transferring baek and forth to take care of needs on 
transports, or probably it would be better to have one or two nurses assigned, 
and then depend on the additio necds for the aurses that are traveling back 
and forth ~- have them travel to foreign stations and return, regulate that so 
that there will be available nuree personnel on all tran:ports.in officer travel 
duty status. Of course, transportation has been a different attitude regarding 
that, and they feel that they would like to have a full Sone enent of nurses 
assigned to their ehips. 


in the transportation of marses back and forth we have problems that, 
I think, could have been taken care of had the troop commander been in charge 
of all perso nel on the shin. I don't knowvho was in charge, whether it was the 
Captain or who it was. But Colonel Blanchfield had requested that the senior nurse 
be put in charge of the nurses. I know that the chief nurse whao was assigned to 
the ship in some cases had suggested that she teke charze of the nurses who were 
traveling, tut she was told by her commanding officer that they had sothiag te de 
with personael traveling. We felt that somebody should have been definitely ree 
ponsible for the personnel who were traveling for transfer to foreign theaters and 
return. 


I might at this peint, since J am talking about transportation, mention 
the quarters' situation om transperts. We have felt that duty personne] assigned 
to transports should have suitable scconmmodations; that is, Better than it was. | 
But, again, I think they are beginning to have to dowble up. Their duty on a ship 
is most confining, and I think that they ought to have, as far as possible, the best 
accomedations that can be previded for duty personnel. I don’t mean that nurses 
should have the Best there is, but I think duty personnel ona ship should be given 
good quarters. ‘Ye had many complaints from nurses in transit that preper acces- 
modations were not supplied them as civilian persennel, war brides, and other 
groupe were given peference to them who were in efficer status and who insisted 
were in officer status. We were telling them of the type of person we wanted 
in the service because of their responsibilities, and they would come back and 
tell us, "Why aren ': we treated as ench?B I will say a little b1% more about 
quarters later on. So much for transportation anyway. 


In the program of returning the war brides, we used many nurses to 
assist with that program. wWe felt that this problem would recur again should 
we have another war on foreign soil, and that, when such personnel is returned, 
4% would be better if they vere first oriented; if they were oriented before they 
Ddoarded a ship as to what to expect, because many of thee women, I think, expest- 
ed -— I] don't know what they expected from the Americans -- but I think that, if 
they could be oriented as to what would be offered them in the way ef medical 
service, care of their children, ete., it wuld have helped things. 
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TRUS EXTRACT GOPY OF INTERVIEW WITH COL MARY G, PRILLIPS, ABC, 27 Apr 48, CONT. 


Necessary decentralization in matters of assignment of nursing personnel 
frequently resulted in the overstaffing of hospitals under the juriesdicticn of one 
authority with resulting understaffing of one hoapiteal in the near vicinity. I an 
thinking of hospitals thet were general hospitals, the Glass Ii installations which 
might be near a station hospital which was under the conmand of the commanding 
eral of an Army, or a station hospital under the command of an Army with an Air 
FYorce installation nearby, When we agsign personnel to the Army areas, to the air 
Yoree, and to transportation, we don't teuch that personnel again without concurr 
ence from that service. When I vas enief merce in a station hospital, close by was 
& gen: ral hospital where our personnel policies eould net alwaye be kept the same. 
Sometines I'd have much more personnel than the gencral hoapital had, and we eoulda’t 
transfer it back and forth because we were under different jurisdiction. 


I think that, if the Gffice of the Surgeon Gencral could wake the trane- 
fer on a temporary basis for the Arsy iastallations and Class I] installations as 
the hespital needs require, such conditions might not ext. The surgeons ef ‘the 
gommands have always been moat cooperative, wut I think the bloekage would come 
probably through the personnel officers in the Armies and the Air Force because 


| we Peally had no canary to transfer their pereeansl. Peeple vhose approval 


must be obtained in matters of personnel authorization sometimes, I think, have 
4ifficulty in understanding that the mursir, service anst operate a seven-day 

week, twenty-four-hour service and that, in matters of perscanel aasignment, patient 
lead aad bed authorisation are not the only oriteria upea which aatherization for 
mureing personnel should be considered. Sufficient persennel should be authericed 
te allew the proper coverage of nursing service in matters of care of the patient 
fim the bed and, in addition, the nany asaigunents that we have te make to positions, 
eush as anesthetists, administrative, supervisery, clinic, ete., waich are net 
represented ty beds. 


BUIGADIEE GENRRAL MARTIN: Vhat do you consider the acct ‘dmportent, atep 
that should be taxen now to prevent any of the serious aistakes that were made duriag 
the war in connection with wastage of murse personnel? 


COLOSRL PHILLIPS:. One of the things that, I think, the plansing div- 
&sien is probably working on ie a plan in calling persennel, to call then to active 
duty secerding to certain echelons so that we won't get all the groups on at one 
time and have them wait for a leng period of time fer shipacat overseas. If we 
could bring our key personnel on duty and give them the necessary training and, 
when it comes closer to the time Yor shipsent, Bring the other groups on, I -be- 
lieve it would be helpful. We are certainly going to have to set up our basic 
training centers during war and get eur newly appointed personnel, have them flew 
into those centers first before sending them te our gen Fal and staticn —~ 
and trying to give them bit-lty-bit erientation, 


REAR ADMIRAL ANDERSON: As I understand, you feel that the Durse Corre: 
of the army is so large that the assignment, dictrivution, equalization of the 
member in the staffe of varicus hospitals cannot well be handled in the Surgecn 
General's Office, that it is necessary to decentralise the personnel aduinistrat- 
fon in thet regard. Gould you suggest hew the difficulty in regard to distribe- 
tion ceuld be corrected if the assignments and transfers were handled by indepenti- 
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TRUE EXTRACT COPY OF INTXRYIEW WITH COL MARY G. PHILLIPS, ANC, 27 Apr 1948, CONTINUED 


COLONEL PHILLIPS: The Surgeon General's Office could go out to one of 
the Armies and say "Would you let us transfer nurses from this station hospital over 
te this general hospital on a temporary basis because we are short over here right 
now?® and let the surgeon de that without having to go through personnel channels. 
Let them handle assignments in the Medical Department. I think that would take 
eare of some of it. We have a nurse out in each Aray Headquarters; but, of course, 
they work with the surgeon who has charge of the medical service. The hospitals 
assign to the Army, not to the general hospitals. 


BRIGADIER GENERAL MARTIN: What do you think the ratio of surses te 
patients should be to insure preper coverage of mursing service and a reasonable 
work week? 


COLONEL PHILLIPS: {I think that, in order to compete with ether hee- 
pitale and federal services, we mast keep cur personnel pelicies and standards — 
en the level of the highest or the best civilian hespiteals. fhe trend is towerd 
a ferty-hour week. Certainly, we should act have eur surese perseanel working 
beyond a forty-eight-hour week. We showld work teward reaching a forty-hour 
week, 3 eight-heur shifte. Where we are caring for large department services, we 
need additional personnel. My recommendation is at least one surse to sight 
hospital beds. I think that, with that, we can sover the services that aren't 
représented by the patient in the bed, and put cur peeple on an eight-hour day. **** 
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TRUE COPY Gatzest from 46 W. He Michael, Hear Admiral Retired, USW (uc), 
1948 


siua " The assignment of regular senior medical personnel was reasonably 
satisfactory as was the assigmment of senior reserves as chiefs of service 
within the United States. Many mistakes were made in the assignment of 
juniors, especiaily junior reserves because no qualification description was 
received with the officers. In the States sometimes it was possible to 
learn a man's background and make an intelligent assignment, overseas 
a man's assigmment had to be made imsediately after « at the most ~ a few 
minutes talk with the man. My experience was that many, if not most, 
overestimated their ability in some speciality. 4 brief official resume’ 
of every medical officer background received with him would be most 
valuable in making assignments. 


“Lasiy, the rapid and «= to those in the field —- totally un- 
explicable continous change of duty of many officers contributed te 
inefficiency in the Kedical oe eee 


TRUE COPY EXTRACT (Letter, Brig. Gen. Gearge R. Kennebeck, ne, Air Force 
: dated 7 May 1%8) 


sannt © Qualifications ef dental officers called to active duty during 
@ war should be carefully reviewed to insure that, se far as possible, 
they can function in their specialty or in the branch of dentistry in 
which they are most proficient. In general, this means that individuals 
with the most civilian experience should be assigned to hospitale while 
the younger cfficers should be on duty with tactical organisations, 


“In the next emergency greater use of dental specialists and con- 


sultants should be made. They should vieit dental installations fre- 
quently, at least three times a year, and remain at the stations long 
enough 


\ 2 3 autk ~ a > = 
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EXTRACT OF STATEMENTS MADE BY COLOWEL OSCAR S. REEDER, WC, USA, ON 15 APRIL 1%8 
AT INTERVIES WITH SUBCOMMITTEE ON THE FMPLOYMENT OF MILITARY MEDICAL RESOURCES. 


enene "As to age - up te the age of 36 I would recommend assignment te the ground 
ferces, Navy afloat and combat groups of the Air foree. 36-45 years of age - 
service in medical bases overseas and in the interior. 45-55 civilian medical 
centers in 2I and civilian population. 

3: Personnel with incapitating defects should 
DIE ag pe eg ogre po They should remain in civilian life subject te 


@uty where needed. 

“Professional cuali fications: Those with no specialty: up te 36 - combat 

forces, Arny, Navy and Air Force, 36-45 - Military installations in 2I not : 

requiring specialists, Army, Navy and Air Force, 45-55 « civilian institutions 

or localities in the U. S. not needing specialists. 
“Situations reouiring Specialists: Up to 36 ~ Army, Navy, Air Force 

units in combat sone and communication sone. 36-45 ~ Arny, Kavy, Air Force 
installations in ZI. 45 om ~ civilian institutions in the 0. 8. I think 
that with personmel in scares categories there should be exeeptions made. 


"(c) 1. I doen't believe we do, with the possible exseption ef the 
Executive Officer in General Hospitals. The reason I say that is that doctors 
resent a non-professional man. 


*2. I do not believe regular medical cfficers should be given command 
of these units without regard to their qualifications. I believe that reserve 
officers would acquit themselves just as well if preperly selected. This in 
effect is that if reserve officers aro given command of mite in secordance 
with their abilities beth professional and administrative, they will release 
a great number of Fe gee officers for upper echelons of staff aad fer which 
they have more training.“ 


sateen §5, I think it would, as an overall rule. There are exceptions, of 
eourse. I believe sectionaliam had an influence. Personalities played far 
tee much part. I don't think that the specialists had sufficient military 
knowledge in administration for the things they did in matters of rer 
transfers, etc."x#Hine <3 ~ 
~ 


ms 
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BxTRAG? OF STATZMENTS MADE BY CAPT. E.R. HERING, Jk., (MC) USN ON 20 APRIL 1948 
AT INTERVIZW WITH SUBCOMMITTEES ON THE BMPLOYMENT OF MILITARY MSDICAL RESOURCES, 


sees G, "The third point, which you probably received from other sources also, 

is the laek of skilled medical talent inthe forward areas available at the tine 

of the greatest initial casualty load. This was true not only in the forces ashore, 
bat | was very marked in the forces afloat. 


fhe first point I made was the lack of medical officers trained in staff 
worl. I observed numerous times where a senier medical officer on a staff was 
assigned with the only qualification being his rank. Division surgeons who had x0 
previous experience with the Marines were siuilarly put right in as a division 
eargeon; and the same way with the amphibious forces afloat. 


I rewexder the APA that I was aboard didn't hit the Beach watil B-Plus- 
1, ana we got 90 casualties aboard. We had one surgeon. dust to tring it home 
te you, there were six bellies in one sperating room with one surgeon. fhere vas 
just toe much of a pile-up, and you couldn't get to then. 


fhe general lack of skilled surgeons were so widespread that it is 
Gifficult to pick out any particular operation. However, I have ene example 
which I think will prove this point. I received thie inforzation from Colonel 
Openkeim at the 148th General Hoapital. I stepped off there o& a mounting out 
force for Okinowa. 1%'s heresay, but I have every reason to believe it’s true. 


He states that of the first 2] casualties that died at the 148th, 
follewing their evacuation from Iwo Jima, 15 of the cases were belly cases 
which had been operated on prior to reaching that Hespital. At autepsy, 15 of 
those cases had unclosed performations, which ie indicative of the type of sure 
gery that was being done. 


I consulted with Captain Galloway before coming up to ask him if he 
had anything that he would like te bring up; ‘and he said that without any in- 
erease in personnel whatsoever, the 148th bed capacity was doubled and that 
the entire medical facilities ef the Secend Narine Division, which was tiv- 
ouaced. there in preparation for Okinows, were turned over te thes. At one tine 
there were 172 casee awaiting surgery at that Hospital, a backlog ef 172 cases. 


For instance, in my organization now I am the surgeon in charge of 
wall the Fleet Marines for the Atlantic. I am getting no Regular Officers to 
train. 1 am getting all fl2s. If we were forced to go in an operation today, 
I don't have one man who can do surgery. I have svery hope that we would have 
these men ordered in. These men need training to operaté in the field. 


A Uniform Duty Classification for Officers ef the Mediaal Depart- 
ments of the Armed Forees. Such a system, in ay opinion, is now an absolute 
necessity. It has one, great drawback which may be overcems in its execution, 
and that is o man gets stuck in a particular classification or employment and 
has wery little chance of dettering if. 
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EXTRACT OF STaCZMRNTS MADE BY CAPT. E.R, HEXING, JR, (NC) USN ON oc APRIL L948 
AT INTERVIE’ WITH SUBOOXMITTEE OX THE EMPLOYMENT OF MILITARY KEDICAL RESOURCES, CONT. 


I don't know how that worked out at higher levels, but I refer espec- 
fally to our men in the war where the morale among cur battalion surgeons was 
pretty asd. No matter how good a man he was, because of this 7/0 vacancy bus- 
iness, he was stuck there. Ee couldn't get promoted. He couldn't utilise his 
full facilities, If he was a good man, hie commanding officer wouldn't let hia 
go. There is a danger in a system like that, I think something must be put in 
so there is an elasticity or flexibility, where « wan will not get stuck in a 
eertain classification unless he rated it. 


B.IGADIEK GENERAL MARTIN: Wouldn't a policy of rotation, in your 
opinion, help to prevent th=t? 


CAPTAIN HERING: Yes, I believe so. I don't know wheather the Adsiral 
(Admiral Adnerson) would agree that our Naval Medical Policy thet a medical 
officer can do anything is certainly outmoded. I know I found myself in many 
situations where I just kept my fingers crossed and hoped nothing would happen, 
because I wasn't prepared, myself, te take care of it. 


General policies relative to assignment of medical personnel, includ- 
ing use of recognized specialists and consultants. 


There is one other point I would like to bring out in regard to this. 
I was tremendously impreesed by the Army's system of consultants, and the cali- 
ber of those coneultants, in the operations that I observed. I know that they 
raised the whole level ef hoapitalisation treatment in the particular theatre 
whieh I observed them in. They had such men as Walter Martin, John Finney, Ben 
Baker, and other who were tops in their field. They would get right down to 
those peéple and say:"Look, you are not doing it right bays. You have got to 
handle them in this way. The shock has to be taken care of." And, they did it. 
The doctors in those hospitals appreciated that type of personnel coming to then 
and giving them that information. It was not only for the benefit of the casu- 
elty but for the benefit of the doctor himself. And, as far ac I know, we had 
nothing like that. 


REAR ADMIRAL ANDERSOR:; Would it be your idea to plan for consul t 
ants in other units than hospital units, under the Havy? 


CAPTAIN HEHING: Yee sir. 


R2AR ADMIRAL ANDERSON: You would have gonsultante in the amphibious 
forees. 


CAPT HERING: That is a wust. Right now nobody knows what kind of an 
outfit I have got. I inspect myself as being the FUY, Atlantic Force Surgeon; 
and I krow what I have got as the best. Well, it isn't the best; it isn’t the 
worst. But no ody knows how prepared I am -— what my capabilities are, what 
ay lfmitations are, with the personnel that I have, whether I am doing a good 
jod, or not. I would welcome inspection. It would raise the whole tenor. A 
man in the field, if he is any good at all, likes to be inspected. -So it raises 
the morale of the whole thing, if somebody is paying attention to it, ##sseseene 
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TRUS COPY BXTRACT (Letter from Captain M. J. Aston (HC), USW 
Portsmouth, Virginia, dated 23 —_ 1948) 


meens “(g) General policies relative to assignment of medical personnel, 
including use of recognized specialists and consultants. 


In the main, according to my observations and beliefs, such policies 
employed during the late war were realistic and praetical. According to 
my observation it was usually found that the right man was sent to the 
right job. There were exceptions to this, but instances of this sort 
which came to my attention were very few. The policy of assigning young 
and active medical officers to duty with troons in the field was mainly 
adhered to and was a good one, Combat personnel of necessity must be 
young und vigorous. Sustained mental and physical hardships are not well 
enduréd by middle-aged or elderly officers and men. Instances of this 
are recalled: One such deale with a forty-five year old medical officer 
serving with Marines in the early days of the Guadalcanal camaign. ‘this 
officer was received as a patient suffering from more or less complete 
physical and mental collapse. Only a short time previously he had been 
observed in quiet and peaceful surroundings and was considered to be a 
healthy stable and well ordered individual, The strain of a few days 
combat had effected very definite and serious changes. After his re- 
covery had been established he attempted to explain his break-down in 
this manner, “The continuous noise of battle kept me keyed up at all 
times. I was unable to rest and during a lull in the firing I could not 
sleep yet the young fellows around me were able to put their heads — 
the soft side of a rock and go sound asleep." 


During my services in the Pacific I observed the functioning of 
practically all of our hospitals in that area, I also knew most of the 
medical personnel of cur forces afloat. I believe that the personnel of 
these units were properly assigned in the gréat majority of instances. 
Medical officer units at our hospitals represented well-balanced groups 
possessing the necessary and desirable professional qualities for such 
assignments. The same can be said for the hospital ships and hospital 
transports that came under my observation, In my own ship, The USS Solace, 
I began my service with a staff consisting of regular naval medical officers 
and three or four doctors of the naval reserve, All required specialists 
were represented in this group. In of 1942 this group was replaced 
by a medical specialist unit from the “niversity of Pennsylvania. They 
too represented a well-coordinated and well-trained group of doctors. It 
was the desire of these medical specialists units to remain together during 
their period of service. ‘The hopes of all of them in this respect were not 
fully realized and as a result some feelings of disappointment and deep 
regret were expressed; however, I believe that it was necessary at times 
to utilize the services of one or more members of the units in situations 
that developed and where these services were urgently required. The needs 
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of the naval service in this respect should supersede the desires of the 
individual. Most of the griping and criticism I heard resulted from 
inactivity, and no doubt was engendered by an overwhelming and understandable 
desire on the part of the individual to get into the thick of things. I 
know of few instances where "race-horses were hitched to plows.” Perhaps 
on occasion a highly specialized medical officer might bemoan the fact that 
he was serving in some other professional capacity 2nd not doing the work 
of his speciality. Such few instances in my opinion were largely unavoid- 
able and should not be given undue importance when the paramount needs of 
the services and of the conduct of the war are considered. It is to be 
expected that we can benefit by experience and commit fewer errors in the 
future. 


In most of the Pacific areas with which I was familiar, recognized 
specialists were avallable if not readily available to all pessible needs. 
The hospital and hospital ship staffs were well-balanced and included out- 
standing docters. Such excellence was represented also in our forces aYloat. 
Insofar as the assignment and deployment of recognized specialists to the 
hospitals and other medical facilities of the continental United States is 
concerned, it would seem that here too Fealistic and practical measures 
were. employed, 


During the mid-year of 1943 the navy began the employment of travel- 
ing consultants in the Pacific areas. This policy was not an expanded one 
and involved the use of a very limited number of medical officers. ‘the 
army on the other hand employed these traveling consultants such more 
extensivdly. I think their use by the navy was of doubtful value except 
when sent to areas where experienced and well-trained medical personnel 
were not immediately available. The present policy of the Bureau of — 
‘Medicine and Surgery which provides for the services of recognized spe- 
Clalists and consvltants in all of our teaching hospitals and many of the 
others is considered to be highly desirable and one which will be of great 
benefit to our medical officer personnel as well as to our petients. 
Civilian influence on the future development of our Navy Medical Corps 
will perhaps become more apparent but thie should be beneficial in all 
respects, provided that the fact we are maintaining Service hospitals 
with a singularity of purpose is not forgotten. Naval administrative 
control must not be relinculshed, reeese 
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TRUE QUPY EXTRACT (Letter from Colonel Robert X. Simpson, USA (Ret.) 
dated 1 May 1948) 


eeeee"(¢) General policies relative to assignment of medical personnel, 
including use of recognized specialists and consultants. In every 
instance qualified specialists should be assigned duties wherein their 
services could de mysiise® to the advantage of all concerned, recardlesg 

a ", etc. Mal-assignments 
of this nature were the source of lowered morale and discontent. Yor 
example, I found an exceptionzlly qualified plastic surgeon operating a 
amall dispensary with a general hospital nearby badly in need of a plastic 
surceon, a well trained maxillo-facial surgeon on duty with a squadron and 
the nearest general hospital without such a quelified officer, a diplomate 


of the American Hoard of ophthalmology on duty as assistant to base ioe 2 
oe0e8 


hy 
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TRUE COPY EXTRACT (Letter, Captain Rebert M. Gillett (MC) USN 
dated 15 April 1948) 


tee "The assignment of medical personnel by too high echelon 
was one of the major errors of World War II. Better utilization 
could have been accomplished by permitting final assignment by Taek 
Force, Area, or Group Commanders,” ##+## 
AS OREN ITS 


TRUE COPY FXTRACT (Letter, Dr. A. R. Shands, Jr. dated 20 April 1948) 


annie ©The assignment of medical personnel at the end of the 
war was quite good. One of my duties for the last 16 
the Air Suggeon's Office was to be responsible for the assignyent 
of all surgical persomel. In my opinion this was 98% the way it 


sould be done." pages 5 
Lilie 


L. K. Pohl, 
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TRUE COPY EXTRACT (Letter, Captain F. R. Urban (MC) USH date@ 28 April 1948 


#tttt © (¢) a policies relative to assignment of medical per- 
sonnel, including use of recognized specialists and consultants. 


(1) Many medical officers, both Army and Navy, were used in sani- 
tation and public health capacigies that could well have been performed 
by sanitary technicians or sanitary engineers, 


(2) Toe many professional een employed in nurely administra~ 
tive duties, 


"(3). Professional staffs of medical mits were too tightly tied 
to rest of unit. e.g. When a hospital is being held awaiting shipment 
or in reserve, professional staff were wemployed for long perieds,. 
(Both Army and Navy). 


"(4) There was a lack of medical officers with joint operations 
experience and training. Recommend more use of available military schools 
for selected medical officers. (Naval War College, Armed Forces Staff 
College) ." ##x## 
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TRUE COPY EXTRACT (Letter, Captain C. D. Middlestadt, (MC) USN 
dated 17 April 1948) 


avant “In reference to paragraph 3(c) of the committee on Medical 
and Hospital Services of the Armed Force letter, in the time of war I 
believe that all recognised specialists and consultants should be as- 
signed to their specialties. There is no time to try to train these 


officers to be what we consider an all round naval medical officer. I | 


personally know of one officer who had been doing tuberculosis work 
for several years, However, he was doing the work of a general prac- 
tioner for a year under me and his services were needed at the Naval 
Hospital, Corona, California. The Bureau of Medicine and Surgery 

- ignored his request to continue in his specialty. I also know that 
there was a need for roentenclgist and I know of some who were assign- 
ed to genite-urinary services or other services in which they had no 
interest. While these are only isolated cases, it is my opinion that 
it is bed for the morale. These officers will never help our 

in obtaining reserve units. We promise them they will be able to 
practice their specialty and after they have signed up, they are then 
informed that they will be used where they are needed with no further 
consideration to our promises to them,” ###"# 
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TRUL COPY EXTRACT (Letter, Rear Admiral C. B. Camerer (iC), UseSelle, 
Retired dated 21 April 1948) 


wiet(c) Avain in general as followed heretofore. However, while the 
assigrmment of highly specialised civiiian consultants is most desirable, 

it is held tney should NOT be assigned inspection duties, etce, ALOE, 

but with and under the direction of a Senior Regular Medical Officer, 

thereby avoiding inevitable friction, misunderstandings and unpleasantness, 

a frequent result of this practice of sending such consultants ALONE with 
Department orders to inspect and report on Service Medical Activities, with his 
impressions, etc., directly to the Bureaue While doubtless motivated by the 
highest ideals and objectives, this should be interdicted along the lines 
suggested. 


"The assignment of highly specialized Reserve O's to active 
Service Medical Centers in forward or advanced areas, hospital ships, and 
other vital kedical Activities, is considered most desirable and the necessity 
therefor is stressed. But they should ALWAYS be subordinate in rank te the | 
SeMeOe of the activity concerned. Their services, roperly distributed and 
assigned has heretofore and will in the future prove invaluable to the 
Medical Services." wie 
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TRUE COPY EXTRACT (Letter, Captain Emmett D, Hightower (MC), U. S. Navy 
a ae ee) a Ok RE SOURS 


wert "(c) In the general policy of assigning of medical personnel, an 
effort should be made to assicn each persa@ to the job for which he is 
best fitted, An exaiple of improper assignment, is the case of an HENGT 
specialist who was ordered on board ship as the only medical officer and 
he was not equipped to handle a simple appendix or other emergencies 
outside of his om specialty." HH 
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TRUE COPY EXTRACT (Better from Oaptain W. C. Baty, Jr., (MO), USN 
dated 19 April 1948) 


$9688 "The establishment, at theater level, of the required number of 
special surgical teams, to be assigned to appropriate APA's for a 
specific operation on the bases of operational requirements. The 
practice of loading ships, other than hospital ships, to capacity with 
wounded, r@sults in a backlog of urgent operative cases aboard these 
ships. It must be emphasized that wounded cannot be loaded aboard 
ship on a basis of space availability alone as supplies are leaded. 

- Hach ship's capacity to care for wounded must be of measured in terms 
of available facilities and the skill of embarked medical personnel.” 


& 


Le . Q 
“"L, K. Pohl, Colonel, KO 
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THUS EXTRAUe Copy (Ltr Dr. H.S. Soffran, Ftd 13 nay 48) 


esvenss GC, “Within the Continental Limits: In general, the Naval Medical Corps 
accomplished a reatonstly goc4d assignment of personnel to most ectablishuents, 
In addition, more often than not, medical officers im commnd seemed plexsed 
and even anxious to avail themsolwes of the enecial ‘traising and exp¢rience 

of recognized speciclista detailet to their comnanis. 


It is felt that thought should be given to sertain present day 
trends in medical edveation qn training which shonld have an imortant 
besring om the protlem of arsignment of medical personnel in the future. 

World War II Reserve medicel officcrs qualified in a specialty frequently 
questioned their assignment te duties for which they felt themselvs< tmoval-~ 
ified, More often than not, the answer was "Son, in the Navy a doctor is a 
dector ~ - even a pediatrician", On December 7, 1941, few if any officers 

ef the Regulsr medical corps hed not at some time in their eareers done prat- 
tically everything in the field of medicine and surgery. At the same time, 
amon: civilian doctors there was a growing number of men restricting their 
practice to narrow specisities who hed had mo experience in general practice 
previously. However, the great majority had a background of general prattice. 
So, in spite ef instances of errors in the assignment of personnel, the situation 
was mot tos critiesl. Practically the entire Regular corns and the great tulk 
of Reserves could adapt themselves to the exigencies of war by whatever the site 
wation required. At the present time the picture is changing very ranidlr. 

fo practice in a specialty today it is essential to be certified by a Specialty 
Board. These boards almost universelly require five yesrs practice in the 
specialty before admission to examin: tion by the Board. This practically in- 
surcs that from now on doctors who become specialists will not get any exper~ 
fence in general practice. It is well known that at the present rate, speciale 
ists will soon outnumber gencral practitioners. In a few years wo will have 

a lerge pool of civilian doctors qualified in medical specialties who will be 
eas incapable of doing major surgery us any Line officer, With the mery nature 
of combat creating the necessity for surgical precedures, this situction scaircae 
in a relatively short time, set up a nice problem for assignment officers. As 
a matter of fact, the Havy itself is contributing to this problem. As an in- 
ducement to young graduates to enter the Havy, they are being promised training 
that will qualify them to pass Specialty Boards. This program, if adhered to, 
Gan only result in an appreciable percentage of the doctors even in the Regular 
Goros not being qualified for assignment to general dutye**eeroee 


LEGA COLONEL, KC 
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EXTRACT OF STAT o NTS HADS We 
+$ ba 


Ets 
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W. 


wee "No, 10, Yess The vest way I know to discourage a reserve officer, 
cr the second best -—~ the best one, of course, is to let him think it 
doesn't de any good to be a reserve officer «= the second vest way I imow 
to discourage a reserve cfficer is not to ascsion him te anything, Ef our 
general resecve isn't large enough to accomnodate=min other words, if 

tne unite that belonc to what we call our reneral reserve aren't edequate 
to acowmmcdate all the doctors, and they are not today, there acen't enough 
what we eall 7/0 positicns available in all our ¢ cenerad reserve units to 
accumscdate all the reserve doctors, then we should set up somthing else, 
We should set up comosite groups, or what the Navy calls divisions, I 
velleve, ar sonething, This man mist feel that ne belongs to scnething, 
even though it means very little in the long rm, He showld feel that be 
belongs to a unit or an organisation of some kind, ‘ 


"Ais far as tweaking up this easigmaent, that's not desirable, but 
it's necessary, of course, in a great many cases, The cld idea of a 
mobdilisaticn ascsignment gave the man the idea that he was belonging to 
seuetiing and was going te be needed, The fact he didn't ge there didn't 
hurt his morale too much, I don't think, 


*Y con't understand No, 11, relying on erganised wedicines to furnish 
medical officers for tiw services, I don't believe organiaed medicine 
furnishes docters whan they ere drafted, I am nct trying to quibddle, Is 
that an implication that the AMA hit out people? I den't knows If it is, 
Z am not prepared to snawer the question, 


“Ho, 12, That has to be answered both ways, If you heve unite, 
and if yor unit is going to mean anything--I refer, for example, to an 
wneffiliated unitewthe men have to be assigned in grades roughly came. 
gurate with the table of organization grades, 


"in the other hand, we are going to have other people, as I have 

‘ Just intiustedo<I hae we are=<aho belong to flexible mite, ‘These people 
should not be kept from promotion merely by virtue of the fact they don't 
belong to a particular unit, nor should people assigned to a wit be held 
in a position year after year after yer, getting older and better qualie 
fied all the time and kept from promotion meraly because they are in this 
vacancy, There should be sone means for keeping this classification thing 
up to date, and then if a man is qualified for somthing else, either trans- 
fer him on paper inte the other position, promoting him, or kesping our 
other wits sufficiently flexibleIzy poe 2an ve proacted on his professional 
ability, "sense 
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EXTRACT OF STATEMENTS VADER 3Y¥s 


wnee "(c)1, I personally feel, contrary to sase of my basic training, that 
we can use qualifledand I repeat the word qialified-encm<dcctor officers 
in a good many of the positions im which we have bean accustomed to use them 
in the past and are.still using them, I think when I say “qualified,” I 
have covered it. 


"The reason we have been using doctare so much in lieu of cur former 
MACts and what not, was largely due to the fact that tie latter ware not 
qualified to do the job, If we cm  uild up cur Medical Service Corps and/or . 
if the Line or somebody cm furnish us people that can do the jobs, I th 
they should do the joousg vut I think the Surgeon General should vote as te 
whether they are qualified te do the job, a not, 


"(¢)2, My answer ic absolutely no, Just because an officer is a newber 
of the Regular Establishwent doesn't mean that without training he is qualie 
fied te comsand an institution, A doster isn't trained te comand a hospital 
any sore than a crocer is trained to comand a hospital, He has to learn to 
coumand a. hospital, I think mmy of the criticisms that are being heaped on 
the Regular Sstablistmaent xight naw with reference to the failure of sone of 
the rezularse-I guess it happened mere in the Zuropean theater-—to handle 
hospitals properly wes due to the fact that they had given these poor fellas 
professionaletype expurience in peace and all of a sudden said, “You are now 
a hospital commander," and you can't do thet with mybody, Some people do any 
kind of a job withcut much of any preparation, Those are exceptimal people, 
They are not averarze individuals at all, 


" xigadier Gencral Martin: What is your answer to the preparing of 
regular officers for administrative positions durin: peacetime? 


"Colcnel Westervelt: I om glad you asked me that question. I will 
angwer it by making a preliminary statement. 


*T think first the decisicn should be wade as to what we are going to 
do with cur regular officers, If the milk of the regular officers are going 
t@, a# in World Say II, be required to take over the sowcalled operational 
ectivitics of the medical departwent, then I tink an everwinoreasing and 
imuediately inereasing member of tian should be given this type of training 
if, as I heard expressed as an opinion of the front office the other day, 
we are not going to increase cur proportions, but are coing to expect a proper 
proportion of our reserve officers to come in and command hospitels and do 
our staff work, then arrangemente should »e made accordingly te train those 
people, That latter is practically impossible, Yeu carmot at this day and 
age, with conditions as they are cm the cutside, expect a reserve officer to 
take administrative-type training, to leave his -racticeo and take that type 
training, Therefore, regardless of any peteonal opinions, I think I weuld 
recomend that we imeediately start repleisiing our rapidlp<dwindling corps 
of administratively-qualified Army medical =) oF ished 
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wenn " (J) 1, ‘The answer is definitely yes. In only two operations | 

which I had, medical consultants wore considered part cf the top staff and 

they were perfectly at ane in every medical facility in the area regard- 

lesa of who operated it, and they had authority to and did take iomediate 

action on obvious local deficiencies, even to rearranging the physical laye 

out of the unit, or svmething, if the efficiency could be increased thereby, "ss1t+ 
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ABSTHASTAD Fears PSMSORAL LAPTAR TO OGL. LK, PUAL, HO FHGR COL. 4 Bake Quilt, KC, 
infu 19 BAY 1946. 


eresseecee f,, * The use of Kegular Aray Medics] Offiecrs in comeand pocitions, re- 
gardlese of talent or ability to command, was ene of the gre test factors in creat- 
ing disectifsetion sweng civilian doctors. ve all remiaber many pereconal instances 
in which civillan dectors were embittered agsinet the Army because of a moron 
cousanding « hospitel. fhe Surgeon General, in the fautere, should nct allow jeale 
ousy of Hegular aray perogatives to prevent his appointing outstanding civilian 
doctors to comsand pecitione, You and 1 beth know that fifty cercent of regular 
doctors sre aot psychologically quslified or motimated as commanders. The sane 
men, On the other hand, may be outstanding medical specialists, Seeesseses 


Les CULOHEL, HC 
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TRUK COPY EXTRACT OF INTERVIEW WITH COLONZL V1aG1 VIRGIL GORNEL1, MC USA SO APRIL 1948 


seeeeee C, “General policies relative to aseignment of medical personnel, includ- 
ing use of recognized specialists and consultants ~ Avoid overloading some units 
with men capable >f leading sections in othere. That is similar to the remark on 
strong and weak affiliated units. I think a strong skeleton could be built with 
vacencies for fillers. Then the affilisted wits might yield two or more unites 
where there is only one at present. Andi that idea has got to be sold to them right 
when they are organized, that they are going to get some men from other places, ; 
and that the whole unit cannet come from one school. I think if that is understood 
at the beginning there won@t be the resentment of withdrawal of officers lster on. 


Specialists teams in reserve, if properly used, are of value. fhe use 
of the surgical teams in the last war were good examples when they were croperly 
used. At first I think there was considersble resentment because thé wen in the 
whits.felt that the teams were coming up and getting the experience that they would 
like to have, but when they were used properly as help to a busy unit, then they 
are greatly apprecixted, and J] think suck teams could well be used in cher dbuerches 
of work. 


foo many consultants are a hindrance, especially when duplicated at all 
levels. I think it got a little bit to be the idea tht because there was a con- 
sultant on thie subject in the Surgeon General's office there should be a coneult- 
ant on this subject in the theater, and therefore o consultant in the Army, and > 
therefore the division needed a consultant on this subject, and we wasted sedical 


men, and perhaps had too many ideas that werea't always practical. 


That leads to mynext remark: avoid teo many "*pet* ideas. They should . 
be properly screened st a high level. While many good projects were under way -t 
home and were recognized, the need was great oversea: for men of that caliber. 
4& large thester laboratory badly needed an experienced medical bactericlogist, buat 
we Gould nct procure one as all were engaged in the ZI on War Departuent projects. 
I was sever able to get a bactericlogist of the caliber of the directors of my other 
divisions for pathology and chemistry; consequentiy, bacteriology was headed up by 
yotng men. I had good bactericlogiste who were not medical efficers, and I h«d a 
good young medical officer who was doing virus work, tut none of them were of the 
caliber of the men like Janeway, Hudson, Francis, someone like that that we needed 
in that theater. 


Avoid dupliestion of effort by ecireulating all precured knowledge. ideas 
of the Fifth Army on trench foot ware unknown in the ETO the next winter. I happen- 
ed to have been in the ETO early in Janusry and one of the first things asked me 
wast what are you doing for trench feot? And I was surprised te find out that . 
they did not have the information wiich had been gained in Italy the winter before? 


BtSOeeeyvegese 
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4 May 1948. ® 


seeeees 6, “This next subject refers to our policies relative te the assignnent | 
ef medical personnel. I think that was ineluded because there wae complaint from 
individual sedical officers here and there about being employed in certain kinds 
of sedical work when they were epecialists and qualified for ether types of work. 


REAR ADMIRAL WILLCUTTS: There again, I like our Naval Reserve progras. 
Ry these divisions I spoke of, we are placing 75 medical officers to a division, 
with a musber of nurses, enlisted men, medical service corps officers -~- a comp-~ 
enent of each corps of sir medical departeent. 


We go not expect these divisions to be ordered out intact. If we had a 
divicion at Iadienapolis, Indiana and 76 doctors of that division were ordered out, 
it might well impair Civil Defenee saterially. ‘Se we are listing our dector re- 
serves geographically in these divisions. We aseign divisions right off the roster 
geographically, picking a good Reserve commanding officer and a good executive off- 
icer, 


Gur plans are that this commanding officer will simply be he titular head, 
so to speak. of this division. He will be in clese liaieen with the district sed- 
feal efficer and his reserve staff. There will be a very cordial relation se that 
if a nationsl emergency comes up the dictrict may, in clese relation to these pools, 
find out what groups could be gpared. 


fhie divisional pool head prebably would be a neuro surgeon. He will be 

encouraged and provided fer, in this division, te have his nurse, hie scorpamen, a 
complete neure~-surgical team. That team will be ordered out, and we hope that 
this team say maintain ite identity with ite division, with ite parent division, 
to maintain its esprit de corps and recognition, and se on; and a satelite tean 
will be ordered out, retated back an@ forth as our Service needs may be. In that 
way 1 see no reason why a city or a sone would be depleted ef their best doctors 
hy having 5O dectors ordered out of some county. I would wock perfer te pick from 
that division doctors who ceuld go and then have, say, a year, come back to the 
Shit and other members of the division go out em some rotation service so 

vil medicine and theS@rvice medicine would lmve a eo service. I can- 

ot iw a good surgical team cannot be employed when a Cal team is 

postales Far eg if no casualties areemong in, send them back home to their com 
munity subject to recall. As a member of this division carrying his colors, be 
wuldn't lose his identity. 


BRAR ADMIRAL ANDERSOW: These Besorve officers would de czliead ont by 
the commendant of the distriet. 


REAR ADMIRAL VILLCUTTS: Theat ie the mobilization program. At first 
4t sounded terrible te we. Bub as you think it over, its not dad. 


If they have this relationsnip, the commandant will be ordered from a 
central authority te produce eco many Goetors. Naturally the commandant ie going 
te sonselt medically his medical staff. They inturn will have theese division 
commanders, maybe & or 9 in his district, in elese relation; and they could give 
what they ¢zan best spare freg that commai ty. 
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TRUE COPY EXTRACT OF THTEREIW VITH REAR ADMIBAL KORTOU D. WILLCDTTS (HO) USH, 
4 May 1943, EB. COONTINUED: 


REAR ADMIRAL ANDERSON; The commandant will be inform:d, presumably, 
from the Bureau of Kedicine and Surgery. 

BEAH ADMIRAL WILLCUTTS: And aleo the commanding officers of the div- 
isions cannot be expected to maintain a record system, q file system. He ia too 
busy. He cannot keep it, and you know #hat. So we don t expect him to keep an IBK 
on his crowd, He knows them personally. All the records, all the professional cards 
will be maintained by the commandant. So, 4f you want 10 surgeons, we know they 
have got 10 surgeons out there. 


REAR ADMIRAL ARDBMSOR; And the comaandant will be advised by the Bureau 
of Medicine and Surgery of the need. 


RVAK ADMIRAL WILLCUTES: Of the jeb analysis. 

REAR ADMIRAL ANDERSON; hat is, for certain specialties. 

REAR ADMIRAL WILLCUTTS;: That's right. 

REAR ADMIRAL ANDEHSON: Are there any further que tions? (lione)*eeeeeses 


Avs 
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TRUR OOPY BXTRACT (from address of Major General Albert W, Kenner, MC, USA, 
13 May 1948) 


***°OMAJUR GENERAL KENNER: “Ap to the next question -—~ general policies 
relative to assignment of medical personnel, including use of recognized 
specialists and consultants -- we have covered part of that. 


I think we showld discontinue the sponsored units as such. We should 
form teams of specialists and utilise consultants in higher staff work. 
I also believe that doctors carrying © and D MOS Gould be well assigned to 
field medieal units, that is, having in mind your evacuation hospitals and 
field hospitals, I also believe that specially selected younger doctors 
should be attached to combat units or combat teams, having in mind there 
that they are limited in their application of their professional abilities 
due to the environment in which they operate and work, - 


REAR AUMZRAL ANDERSON: Is it necessary to call in a certain number 
of practitioners early in the training period, particularly with ground 
force units, for duty with those units, te consider the rapport considered 
essential, for the morale of theese units when they reach combat, between 
doctor and pationt? 


MAJOR GENERAL KEWWER: In my opinion the battalion surgeon is t he 
most important officer in that wait. That ie exemplified by remarks that 
have been made t¢ we in both wars by line officers who have in Yorld Var f 
and IJ, for instance, asked by neze for certain dectors. World War II Army, Corps 
and Division Commanders have told me that their field doctors were worth 
their weight in gold because they were the createst morale factor within the 
unit .. that the knowledge that the soldier would have his medical officer 
with him when he got hit -— that he would act bleed to death, which seens 
to have been the greatest fear — was of inestimable value. I believe, 
therefore, that upon the orgsniszation or activation of any line unit the 
medical officer should be immediately assigned and should have training 
with that unit they are going to serve. 


I believe, furthermore, that in order to have thosd doctore avail. 
able for such as<ignment, they must have completed the basic training in 


‘@ medical service school and be earmarked so that we know who is going 


ee ean 
ready te imnediately serve that line unit, seece 


eeees BRIGADIER GMTERAL MARTIN: “There has been criticiam that medical 
talent was wasted by the assignment of non-professional duties ~— and 
that the table of organization ahowld be modified so work of that kind 
ean be done by non-professional personnel. Would such a modification, 
in your emerience, have economised the number cf medical officers ee 
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ee 
MAJOR GEWERAK KENNER; Yee. I don't think there is any doubt 
tt in many instances medical officers were doing work that didn't 
require medieal officers, 1 have something on that later on." **#¢ 
3 eh. 
} om 
ore: 


y 


> 
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Deld. REPLACEM IDICAL DEPARTMENT PERSONNEL 
1. DIScUsslon 


1. The inactivity of Medical Department officers while assigned 
to replacement pools was a great source of dissatisfxction during World 
War Il. 


2. Gommand or Line (non-medical) control of Mediml Department 
personnel in Replacement Pools prevented desired information of Medical 
personnel from reaching responsible mediml echelons and resulted in un- 
necessarily prolonged inactivity or malassignment of the replacement pool 
Medical Department personnel concerned. 


3. Utilisation of high priority of air travel for transpert:tion 
of all critical medical professional personnel at the time they are needed, 
will minimise the number of replacement concentr:tions of such personnel 
required, particularly of specialists, A suiteble procedure for alerting, 
briefing and orientation before call to duty, and then active duty only 
when specifically needed, should suffice. 


4, Medical Department replacement concentrations should be handled 
séparately from non-medical replacement pools and under full control of 
the Medical Department at all times. It is believed that thay should be 
operated if required, by any echelon beginning with or compafative to the 
Field Army, or higher. ‘The provision of a Medical Department 1/0 and E 
for the purpose of establishing the administrative tasks connected with 
the transient personnel is most important. 


5. In the event Medical Department personnel continu@ to be pro- 
Gested through replacement pools, a maximum time limit to restrict their 
continued retention therein should be enforced without question. 


6 Replacement concentrations of Medical Department troops must 
be maintained and available for use by those responsible for supcoly of 
emergency replacements and medical coverage required and not foreseen ty 
7/0 assignment, It is believed that the Sedical Department Replacement 
Pool establishment should include all personnel serving with that group 
and thus should include dentists, nurses, Medical Department enlisted 
personnel, etc. Avoidance of large pools of technically trained Medical 
Department enlisted men should be a guiding rule as otherwise the likli~ 
hood of their convenient removal from the Medical Department for training 
as combat troops is somewhat lessened. 


7. The use of designated hospitals and medical educational 
eenters for Medical Department replacement concentrations as temporary 
overstrengths is strongly advocated in lieu of combined service replace 
ment pool procedures as followed in World War II. 


TI, QONGLUSION 


1. That the supporting duta on thie subject is net extensive 
but should be entirely adequate for the purpose of this repert. The 
reasons for the disadvantages of and the remedies to correct those de- 
ficieneies in Medical Department Replacement Pool operation ae occurred 


in World War II pel aus | RF STRICTED Ze 
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2. That in the event of involvement of this country in another 
war, the liklihood of stagnation of medical and dental officers in replace. 
ment pools will be much less probably than occurred in World War II because 
improved procedures for procurement, better tables of organisation due te 
experience in making up units required, and leseened numbers of dectors to 
be made available to the military forces, may be expected to obtain, 


3. That fundamentally, medical echelon control of Medical Depart- 
ment personnel at the lowest possible responsible level usually the Field 
Army or Comparable organisation, will solwe many of the deficiencies and 
disadvantages associated with operation of such necessary Replacement Pools 
for Medical Department personnel ac may need to be established, 


4. That the best method of utilization of Medidal Department 
replacements prior to permanent assignment can be achieved by their allo-~ 
Gation as temporary overstrengths to existing medical facilities. 


Tl. 3ECOMMGNDATIONS 


1. That action be taken to insure that all Medical Department 
personnel in Replacement Pools are without delay made subject. to assign- 
ment by the Medical echelon in the appropriate Command level, at all times 
in highest priority st«tus for Medical and Dental officers, and utilising 
the practice of temporary overstrength in existing Medical installations. 


2. Thet aesignzent of officers to units should be made as soon 
as possible on an alert basis in event of emergency and thet eritical pre-e 
fessional personnel bé allowed to remain in civilian status until the last 
possible moment and then be moved to duty assignments by high air priority. 
That in order to enable this concept in practice definite representation 
for air meana is imnecrative, 
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TRUS COPY MXYRAOT (Letter from Dr. Wm. 0. Menninger, Topeka, Kansas, 
dated 22 April 1948) 


eeeee "(4) Replacement Pools — I never understood these. Many tines 

I would get reports that physicians eat in these replacement pools for 
literally weeks on end without being assigned. Again, for reasons I 

never understood, they 414 not seem to be under the command of the 

Theater Surgeon and therefore he could not take men out despite tha fact 
that he needed then. This was particularly true when we needed specialists. 
My impression is that there must have been some very serious mixup in the 
authority over the assignment of men out of these pools, "9e6e* 


E. K. Pohl, Colonel, XO 
TRUE COPY BXTRACT (Ltr from Brig Gen Guy B. Denit, MC, Surgeon, dtd 16 Apr 48) 


seen D, "Replacerent pools of Medical Department personnel - Past experience 
has convinced me thst replacement pools are deadly to the morale of any group 
for the reason that there are no #/G vacancies in the replacement pool to whieh 
officers mey be ;romoted and that there has been end wil! always be a tendency 
to hold cffieerc in these pools during long periods of tine. In consequence 
they sare and will be denied promotion or eredit for service in a particular 
position or grede which seems to be necessary before a recomnendetion for 
oromotion can be submitted. A plan for the ereation of Medical Department 
concentration centers in which the %/0 units are aceerbled is preferable, 
These centers may contain consultant teams, surgics] teams, medical teans, - 
and the like but all officers should, if possible, feel that they are 2 part 
of some organisstion even though that organiz>tion is not being currently 
utSlised to full effectiveness. In this connection these concentration centers 
should be under the command of ‘he Chief Surgeon, who shculd have the power 
to mske transfers from unit to unit as the Baa sien ser ioe Y 

og POHL 

Colonel,. bts) 
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TRUS COPY EXTRACT (Letter, Captain Bamett D, Hightower (MC), U. 5S, Navy 
ogee Oe Gaked Sh: Apel 1948) . 


wc "(d) Replacement poole of Medical Department perecnnel are vital 
and necessary. However, they should be formed at major hospitals 
where the talents of the personnel can be utilised, and not formed at 
a Fleet cr Force Headquarters or Receivine Station, An effort should 


be made to have all the various medical sercet eee represented in these © 
pools," SRE 


ZO 
TRUE COPY EXTRACT (Letter, Colonel Bascon L. (i, Air Force 
dated 21 April 1948) 


st+e# "Reference the system for release of officers and others after 
cessation of hostilities, apparently there was no definite system 

in existence at this time. It is probably true that the enormous 
demobilization of the Forces which began so shortly after the shoote- 
ing was over, was not anticipated, however, whether or not it was, 
some definite plan should have been made prior to thet time, flexible 
enough to apply to complete or partial demobilisation. Not only 
plans for the actual release of personnel, but plans for the criteria 
for release and for those to remain in service during demobilization 
should have been in existence. The forever changing of criteria for 
release appeared to have a demoralizing effect on all concerned, 

even to this date in the case of Medical Department Officers. No 
one can fail to see that the release of those Medical and Dental 
Officers trained thru the ASTP Program, who had no active service, 
with no strings attached to them, was a great mistake. This is so 
evident now when the Armed Forces are so sorely in need of Medical 
and Dental Officers. Careful planning in anticipation of future 
needs of the services would have prevented this.” La llaladia 


se K. ef Colonel, HC 
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PRUR COPY EXTRACT (Letter from Colonel Robert K. Simpson, USA (Ret.) 
dated 1 May 1948) 


eseee "(4) Replacement pools of Medical Department personnel. “Pools* 

as such should be abolished ~- if at all practicable. General and 
atation hospitals may absorb excess personnel and be used as a source 

of personnel for replacement purposes. Keep all individuals as active 
professionally as possible. The monotony and inactivity of being assigned 
to @ “pool” or staging area adversely affects morale." %9*%* 


2 


L. K. PohlsColonel, MC 


TRUE COPY EXTRACT (Letter, Col Robert P. Williams, MC, Surgeon, 16 Apr 1948) 


weune "(d) Replacement pools of Medical Department personnel, Replace- 
ment pools are necessary, However with better staff planning and elin- 
ination of competition between the services it should.be possible to alert 
doctors at their homes, then call them when they are actually needed. 
Planning will eliminate the justified criticism which has existed.” *#x*# 


L.k .POHL, onel, MC 
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TRUE COPY EXTRACT (Letter, Nellie Jane DeWitt, Captain (NC) USN 29 April 1948) 


wenn *DEIOBILIZATION 


"Demobilisation to follow the same pattern used after World War II, 
except that its progress should accommodate itself to the needs of the 
patient-load,. 


"The Bureau should keep each District or Area Senior Nurse advised 

of projeeted plans so that she will be better able to estimate her person- 
nel needs and depley the personnel, This also would apply te mobilisation, 
casualty leads, and to demobilisation activities, Much valuable personnel 
was lost unnecessarily in demobilisation because nurses available for re- 
assignment were not returned to the States until maturity of demobilisation 
peints enabled forward area commanders to order them back =— demobilisa- 
tion authorities,” sts 


TRUE COPY EXtRact (Letter, T. F. Cooper, USN, dated 19 April 19.8) 


#4 "Replacement pools in time of war are essential to meet the require- 
ments of military and naval strategy. To the officer standing by in a replace- 
ment pool, it seezs a tremendous waste of time and talent, and, therefore, 
much criticism arises. This criticism tends to snowball until one hears on 
‘very good authority!’ that ‘there are several hundred officers languishing 
in the peel’ when, in fact, there may be no more than ten or fifteen present. 
It is possible, too, te keep most of the pool officers busy on temporary as- 
signments while awaiting permanent erders. With an alert assignment officer, 
replacement pools ean be administered with eminant satisfaction. ComServPac 
administered a medical officer pool at Pearl Harbor during the late war without 
which medical sdrvice in the Pacific woul” have been greatly hampered.” ####e 


a K. Bh Colonel, MC 
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TRUE COPY EXTRACT (etter, Colonel Arthur B. Welsh, MC, USA 
ted 19 April 1948) 


senne "Zone of Interier Medical Department Replacement Pools were 
unduly criticised. Even though stagnation sometimes occurred therein, 
such pools were necessary to meet promptly the oversea demands and 
Jast minute requests fer unit fillere. Had such not existed 
and had excess doctors been assigned to comands grvket -pgesntiuncl: 
it would have been toe difficnit to ‘extract’ them to fill requests. 
This condition might heve been corrected by providing The Surgeon 
General more contre] over all Medical Department personnel along 
with authority te cut across command channels, It teck tee such 
effort te shake docters loose from the Air Ferces, for example, but 
it was done frequently. Since commands were not permitted ever- 
strengths it is difficult to visualize how they could function ef- 
ficiently without the existence of pools, Theater surgeons didn't 
have but should have had pools for strategic placement within their 
commands and should have been permitted te dictate assignment of 
critical eategory personnel. Close harmony with the Theater Re- 
placement Command in screening requisitions on the sone of interier 
and in interviewing and recommending assignment of replacements te 
positions within the theater was almost universally lacking overseas. 
It seems most necessary that theater surgeons should have this priv- 
ilege since classification and proficiency ra is but an index te 
assignment and won't werk without medical con of assignzent.” sees 


TRUE COPY EXTRACT (Letter, Captain H. D. Templeton, MC, USN 
dated 23 April 1948) 


"The desirability of a replacement poel was well recognized during 
the last war, and it would seem entirely feasible te maintain such a 
group of medical department peracnnes well forward in the sone of 
communication ,."#s##8 
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L. K. Pohl, Celenel, MC 


RESTRICTED 


TRUE COPY (Extracts from Ltr Gol, Harry 0. Armstrong, MC, 16 April 1948) 


uae Bde enent of Medical rtment Personnel. 
(1) Defecta: 
(a) Replacement pools wasted too much time, 
(b) Pools in general considered unsatisfactory. 
(2) Remedies: 


(a) Better staff work, in that personnel called to 
duty when needed and not when corvenient,. 


(b) Pools in general considered umnecessary. 


{c) The use of pools and airplane travel to provide 
emergency service in special areas is justifiable.® 


wette 
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TRUE COPY EXTRACT (Letter, Captain Robert M. Gillett (mC) USN 
dated 15 April 1948) 


weet *“The use of 'medical pools’ are too inaccessible and fosters 
discontent due to lack of employment. AJ). types of personnel should 
have a definite assignment controlled by propsr echelon. All types of 
personnel under this plan could have been gainfully employed in teach- 
ing, consultation, inspection, and educated in military problems, or 
at least kept busy, between actual combat assignments." *##** 
gitar e seaie, ol ne a 


ae 


NAT a 


TRUE COPY EXTRACT (Letter, Captain Lewis T. Dorgan, (MC) USN) 


RHE " (a) ReplLaceme 00.12 f ¥ed Bi VepAariren 2 apgrey- 

"A definite policy of rotation should be established and strictly 
adhered to in regards to forward and rear duty. As an area becomes 
inactive the medical department personnel should be withdrawn and re- 
assigned elsewhere without delay. The most marked cases of poor morale 
seen in the last war were among doctors in rear areas where there was 
not enough work to occupy their minds. Few men complained stout their 
‘assignments for any reasonable specified period of time but at that 
time desdline was passed without definite word of relief, discourage- 
ment, listlessness, and dissatisfaction rapidly appeared and spread. 


R 
4 ) Keep replacement pools and rear activity personnel at a 


minimum so that idle personnel would te few. 
(2) Rotate Medical Officers frequently from hazardous duty 
assignments," ##*rt 
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TRUE COPY EXTRACT (Letter, Colonel 0. F. McIlnay, MC, Air Force | 
dated 20 April 1948) 


anane “d, Replacement pools of Medical Department personnel, insofar 
as they apply to physicians, surgeons, and nurses, should be kept to an 
absolute minimum and should be sufficient to meet emergency requirezents 
only. Such personnel should in effect be taken into active service only 
as they are actually required. During a national emergency, all such 
personnel scheduled for mobilisation should respond to a ‘muster’ which 
should be as local as possible, should have a physical examination, 
equipped with uniforms, and then, unless required by the services at 
that particular time, they should be returned to civilian life and per- 
mitted to serve their home communities unless their professional services 
are actually required, at which time they will then be ordered direct 
to the medical facility requiring their services. During the period of 
awaiting such such orders, they should be supplied with study material, 
aimed at preparing then to meet any new and unusual professional pro- 
blems, such as those which might be encountered in atomic warfare or 
bacterial warfare, etc. Other Medical Department personnel should be 
kept out of replacement pools so far as possible and should be given 
intensive training in the manning and administration of various types 
ef medical facilities so as to qualify them to handle all hospital ad- 
ministration, and thereby free professional Paes for professional 
duties,” s#ss# 
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TRUE COPY EXTRACT (Letter, Captain F. C. Greaves (MC) USN 
dated 17 April 1948) 


wexee "(d) The maintenance of pools for medical, dental and 
nurse corps officers and corpsmen should be avoided as much as is 
practicable. We hear too many complaints from former members of 
the armed services that they were assigned to such pools for weeks 
and sometimes months, with no responsibilities except to report 
to some equally bored individual at stated intervals. To them 
military life means ‘stand by to stand by’. It would seem that 
pools of this nature are justified only during the build up and 
early phases of a military operation. As soon as it becomes ap- 
parent that the operation is proceeding successfully the pool ; 
should be dispersed without delay. Planning Sections of the Medi- 
cal Services should be kept informed of the implications calling 
for medical activities in all projected operations. This calls 
for closer integration of military and medical planning than exe 
isted during some phases of the recent war,” *t#t# 
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CT (Letter, Captain C. 0, Middlestadt, (HC) USN 
dated 17 April 1948) 


seueke "Relative to paracraph 3(d), my experience with replacement 
pools is limited to Samar ~ Leyte Area. The receiving ship pool was 
cortrolled by Service Force of ‘Seventh Fleet. A junior medical captain 
assigned these men and looking from the opposite end, it appeared that 
he had no conception of the overall needs of the area. The Service 
Force Flag was often so far away that requests required weeks to pass 
through the chain of commands. At the same time I could not draw upon 
any of these men even in a temporary measure. Hospital Corpsmen 
whose services were needed in Fleet Hospital #114 were digging ditches 
or were on working parties in no way connected with the care of the 
sick and wounded. There was a Ge4 hospital unit waiting on Samar for 
assignment. They had been waiting for over three months when I ar- 
rived. I made several attempte to have these officers assigned tempor- 
ary orders in order to use their services. No action was taken wmtil 
the fall of Japan. Then they were ordered there to process the pri- 
soners of war. These officers were outstanding men at home, one being 
on the faculty of a medical college. They told me they had done nothing 
of a medical nature for almost a year. They were disgusted with the 
treatment they were given. Such conditions as these do not help our 
program in obtaining reserves ,"*«*** 


olonel, HC 


| 
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SBHR. SOL EXTRACT Captain 0, By Morrison, Jro, M0, ISB 
ytiry ® Apri 1958)" 9 9Foy My 


ovement fq, Replacement pools of Medical Departuent perscmel, 


Replacemnt pools are an absolute necessity, but it is the 
opinion of many cbsorvers that they were improperly used in the 
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TRUE EXTRACT CORK: (letter from Colonel Richard T, amnesty Ret, 
dated 19 April 48) 


eet Ma, A strictly medical pool should be set up for each 
theater of a large base. Few of these officers would be idle 
since they would be attached to fimetioning mits. As a front 
advenced all attached personnel would be releaved and reattaghed 
tae cweladt as wean unit, The theater or base surgeon 
would have complete control of this persommel in pool, 


Consultants are essential though it 4s felt by m that one 
good surreon and a good mdical consultant for a theater, if not 
a large theater, would be sufficient. Specialists during World 
War II were dJonally wasted, however, the utilisation of good 
specialists inadequate « A * good psychiatrist might cover 
several hospitals.” 


PRS COPY EXTRACT (Ltr Rear Adm Y.%. Conklin (MC) USN, dtd 27 apr 48) 
eevess 2, "Reserve Medical Officers would be better than the Medical 


Divisions now being activated. Drees ages 
Leke FL Ge uC 
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TRUE COPY (Kxtract Ltr James EB. Hix, Lte Cole, MC, (Resigned) 12 April 1948) 


wemPCould be utilised on breader scales As we had talked about in Italy, 
organise your hospital minus all professional components. When con’ itteed, 
professional components to be drawn from a pool in accordance with the mission." 


La, 


TRUE COPY EXTRACT (Letter, Brig. Gen. Robert C. McDonald, HC, USA (Ret.) 
dated 15 April 1948) 
sunwe “(d) Replacement Pools for Medical Department Personnel. 

"(1) Comment: The establishment of replacement pools for Medical De- 
partment Personnel at certain general hospitals and at Medical Department 
technical training schools worked very satisfactorily during W.W, II. 

"(2) Suggestions: The operation of Armed Forces Replacement Pools 
for Medical personnel should work well in next war." #0» me 


e 


hs Ke Po el, MC 
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TRUE COPY (Extract Ltr Albert T. Walker, Captain, 10, USN, 26 April 1948) 


ati Replacement pools of Medical Department personnel as used during the .~ 
last war resulted in a creat deal of inactivity on the part of medical 
efficers and was probably one of the most potent factors in generating dis- 
satisfaction, Here again, decentralization should be practiced, It is most 
imoortant for proper casualty care and epidemiological control to have 
recognized specialists in the forward areas, manning surgical teans and 
epidemiological control teams. It is in the forward areas where early 
definitive surgical care can best be given, that lives are saved. It is also 
true that epidemiological control measures must be instituted early in any - 
if the desired result is to be obtained. In this respect, it was 
found highly satisfactory in the Seventh Fleet, with wiich I am most familiar, 
to combine our malaria control and epidemiological control teams so that they 
gould function together and continuously. Future plans should provide for 
mobile epidemiological control laboratories which can be dispatched on short 
notice from place to places as requirements decand, Properly constructed landing 
craft such as the LCI type of ship, with supplies and equipment,would make ideal 
mobile epidemiological and malaria control team and laboratory, including 
facilities necessary for shoreside transportation. They could then be 
spotted in as early as the day of a landing and commence the control measures 
which are so necessary for the success of any amphibious operation, ®t 
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TRUE EXTRACT COPY (Letter, Colonel James H. Forsee, MC, USA, 20 April 1948) 


sense (0D) Replacement Poole of Medical Department Personnel. 


The functioning of Medical Department Replacement Pools in 
the Zone of the Interior may well be required to gear to a level of air 
travel, It may be feasible to think of overseas 1-zplacemente in terms 
of functional units. In World Var II transportation facilitivs and other 
requirements made it necessary to gradually concentrate large maumbers of 
actually unemployed Hedical Departusnt personnel, especially doctors and 
murees, etc. in overseas areas. This resulted in stringent criticies of 
the War Department by doctors, An Infantryman seldom complains of not 
being employed buf doctors, murses, etc. feel that long waiting periods, 
especially overseas, are unjustifiable. Transportation by air of even 
entire hospital staffs, that is doctors and mrss should warrant con- 
sideration. In one field, in particular, this seems most feasible and 
that is relative to surgical teams or wnite which function in forward 
areas, Thees surgical teams perform a highly specialized function ia 
concentrating on the care of the most severely wounded, They afe not 
needed during quiet periods buttheir demand is great and urgent during 
periods of heavy fighting. They work under very hazardous conditions 
and i¢ was clearly demonstrated vy both the British and our own experience 
that unduly long periods of such duty was highly undesirable. ‘The organi- 
zation and placing of such team units, on an emergency call basis from the 
Zone of the Interior with the employment of alr transportation would make 
them available to overseas Theatre Surgeons when most needed and permit a 
systeu of rotation home which woul? improve morale and efficienay, "*#9* 


L. K. Pohl, Colonel, KO 
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TRUE COPY EXTRACT (Letter, Colonel R. E. Stone, MC (Res.) Air Force 
dated 22 4pril 1948) 


attet "Replacement pools are necessary but feel that the time 
spent by physicians and dentists at these stations should be re- 
duced to a minimum, Was often told by men coming overseas how 
long they had laid around Replacement pools in the U. S. while 
there was a crying need for their services in the E.T.0," #sve# 


TRUE COPY EXTRACT (Letter, Dr. Russel V. Lee dated 18 April 1948) 


euane ©(d) Replacement pools of Medical Department personnel. 


"These ‘pools’ were all too frequently ‘sink holes’ where medi- 
cal officers passed many useless weeks in stagnation. A proper 
bookkeeping system which showed where medical officers were and 
where they were needed would eliminate these foolish wasteful replace- 
ment pools. Medical men should be kept in their communities until 
they were really needed. (Remember the Mavo men at Corona in the 
Ravy in the past war?) ,* *##tiH+ . 
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TRUE EXTRACT COPY (Ltr from Capt. Warwick 7, Brown (#C) USN dtd 20 apr 1948) - 


#sereee 5D. "Replacement Pools of Medical Department Personnel. Medical officers 
who have been trained for field and amphibious assignments should be earmarked 
fer the forces for which they are trained. These office s« should be ordered 
directly to the theater replacement pool, "#eeeseees 


TRUE EXTRACT COPY OF MEDICAL SUPPORT OF THE USAAF IN THE BUMOPEAN THEATER OF OPER- 
ATIOKS, HISTOHICAL SECTION - APTAS, 


eeeesse 5. "The need for casuals had been urgent for a long time. It became im 
porative during the last months of 1942 when a considerable number of medical off- 
icers and enlisted men were assigned to the Twelfth Airforce in order to comlete 
the #/o for its various headquarters. Fortunately the sitanfion was somewhat alle- 
viated, but not entirely solved during 1943 by an apparent change of policy and 

a@ marked increase in Hedics] Departzent persongel. The Airforce Build-Up Plan ef 
1943-44 permitted a certain percentage of Medical Department personnel Section at 
Replacement Depots and assigned to units according to their qualifications. If not 
so interviewed, personnel forms and the recommendations of the surgeon of the Be- 
placement Control Depot were used as a guide for agsigning them cither to the Eighth 
oy Hinth Air Force, depending ucon the respective requirements of sach air force 


at the time. 'ea+seens 
| Liber COLOBEL, HC 
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Extract of Statenonts made ty Brig Gen Kobert C. McDonald, WC» USA (Retired), 
2. Apral 1948, vefore the Subcommittee on the imp oyment of Military Medical 
Resourcese 


ame"On the subject of "Replacement Pools for “edical Department Personnel," 

I agree that we should have replecenent pools for Medical Department personnel, 
but those replacement pools sipiuld be located so that special qualifications of 
the personnel may be utilised in the interim while they are waitinge 


I think that was fairly well haniled in World War IIe For example, the 
Army Medical Center here was the big pool for medical officers. We had a large 
pool at Lawson General, Hospital in Atlanta. I think that we shou!d have that well 
developed, and time in the pool should be reduced to the minimum. The medical 
personnel, particularly those that have special qualifications, don't do well 
when they are held out of employment simply sitting around waiting for something 
to happen. “nd too often they may be called upon to fill assignments which do 
not require their special qualifications. 


"De you favor replacements pools of medical department personel in each 
echelon from the field army upwards? If so, how would you suzest administering 
them to avoid wastage of personnel? Chould they be a part of a repl cement 
depot or separate under medical department control? If umer medical department 
control, should we recreate a medical department T/QE Unit for this purpose ?* 


I think that replacement pool should be territorial and not organisational. 
I believe they should sw ply what organisations may be in their territory. I 
think a great deal of medical personnel would be wasted if we established mul- 
tiple poolse I think that a replacement pools should be at a medical installa~ 
tion, if possible, and wer medical controle 


I think the medical department shou d operate its ow units. It certainly 
worked well in World ‘iar IIe 


Brigadier General iartin: It didn't work well in World ilar IIe A lot of 
the disaffection we are hearing today was as a result of that persomel policy 
which placed all feplacements under Gl control revardless of service. 


Brigadier Genera) MeYonalds: He might keep a record of what we have gote 
Put as far as controlling it, I don't think he should 


"Do you favor replicement cools of en.isted men of the mecical department? 
Nurses? SC, ete?" 


Yes, I favor the establishment of those under medical control, and preferably 
at medical installations for territorial areas. 


"Should the Surgeon General establish pools at training camps for his needs? 
Coild we avoid that shet in the ZI by a better systen of calling medical officers 
to duty? ly alerting them in sufficient tire?" 


So far a8 an @:\i' sted man is concerned, ~ think that is ali righte J think 
officers are better pliced at some general jiospital or medical installation where 
they can be doing sometninge They s!:culd be left at home as long as possiblee"sHHHt 
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TRUS BORAGE COPY: (xtract of statements made by Colonel Thomas J, 
Hartford, MC, USA om 23 Apwdl 48 at interview 
with Subcommittee on the Employment of Military 
Medical Resouress) 


et = Bd, I: think the mumber of people kept 4dle should be kept 
to a minizam, but there are administrative difficulties and I still 
believe that we should study and make every effort to properly 
utilize our human resources, but that pools may be movssary, Nobody 
has proved to m that they are not. I think they should certainly te 
kept to a minimum, Nobody likes then. Even the term "replacenent 
depot" is ea little repynant to prectically everyon, I think w mat 
face reality that wer is wasteful, and while that is not an exouse not 
to do anything about it, that we ought to obviate it as mohds possible 
by calling the people just as inte as we can and still have them trained 
oO Seaee Oe ete wiacions SiP Tt 


tal on ai 


Colonel, U § Aruy 


|RESTRICTED| 266 


ce ne 


RESTRICTED 


RUB COPY EXTRAC® (Captain W. D. Small, (MC), U. S. Navy, 
dated 5 May 1948) 


eoeee "4, Replacement pools are a necessity but the personnel thereof 

should be properly employed while constituting such pools. If encugh 

vapid transportation is available, a system of replacement pools stretch- 

ing from the sone of the interior to advanced activities, pools to be 

lecated preferably in hospitals, could be set up where officers and men 

of required professional and physical capabilities could be progressive- 

ly advanced from rear to front areas in the number and categories required, "*9** 
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RETRACT OF STATFMENTS MADE BY COLONFL OSCAR S. RFFDFR, MC, USA, ON 15 APRIL 1948 
AT INTERVIEW WITH SUBCOMMITTEE OM THE EMPLOYMFNT OF MILITARY MEDICAL RESOURCES, 


evens "(D) 1, I would be in favor of a Medical Department replacement pool 
separate from the depots now in the tables of organisation of the Army. 


"2. Yed. IY think they could be ineluted with the officer replecenert 
poels and siministered seperately from the replacement depote."#18s0 


OAIDER 


eeusesee GH, “In my oninion, dental officers should not te aseigned permanently 
to smaller organizations. Hore efficient operation is possible if all such 
officers available are gta nest and sseigned to the — of 
<i military organi phe ; aff dent SOUL ¢ 

re lore they were most eens in bis command. Sskel officers Oana never 
be ea eeaneaaie assigned to tae organizations as smali as een battalions, 


Air Force Wings or Air Force Groups," Sseerese 
HME ahanal; ’ a 
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TRUS SATRACT CoPY OF DPERVIEY WITF COL MARY G@. PHILLIPS, ANC, 27 Apr 48. 


enasetes D. "The next problem vas the holding of nurses in pools in staging aress. _ 
When I esy nurses, this applies to all the women groups in the Medical Department. 
They were held for long period s of time in pools waiting shipment overseas, and 
then overseas in staging areas. That brought criticism frou civilians end con 
plaints from the nurses in hospitals in this country for both military and civil- 
ian hospitals were greatly in need of professional dursing personnel. The nurses 
overseas, not knowing the overall picture and the planning that was necessary, woulld 
write to their friends back home that the Army doesn't need nurses becauge they 

were held in pools. ‘te had difficulty explaining to them that we couldn t move 
people in quickly; we had to do it by planning; we had to get them over there and 
have them ready in caee of need; and it was a fine thing if we didn't need ae many 
nurses as we had to plan for. However, all that damaged our procurement efforts. 


RAR ADMIBAL ANDER°OR; Do you have any questions that you would like to 
ask, General? 


BRIGADIBK GEN-RAL MARTIN: Yes. Golonel, you have eriticized the replace~ 
ment pool system as was operated during the World War. What is your recommendction 
to improve that aystem and still take care of the vasillating needs for nurses 
in theaters of operation? 


COLUNEL PHILLIPS: I don'tknow how. I really don't know the answer to it. 
We all felt that they were brought to the ports so far in adwance of shipping. The 
transportation. corps didn'tknow when shipping was available. 1 remember a group of 
nurses thet was kept at the Charleston port for weeks when we were so short in the 
hospitals at home, Had the transportation corps been able to say, “Wall, we can 
have a ship going at such and such « time that will accommodate women; get your 
personnel in, let's say --", Well, it would have to be longer than 72 hours during 
the war, I guess, but not make it weers and aonths ahead of time. Now, I know the 
situation cvcrseas. You had to get them over there; you had te get them overseas; 
and it was necessary for thep, I suppose, to be in pools because hospitals were not 
set up. When I got over there, the war was just about Snded. So I can't speak 
on what might have been done over there. But I do think that, here in the states, 
had we been able to hold them in our hospitals a little bit longer and sent thes 
out closer to the time the ships were ready to leave, we would have had the denefit 
of their services here in the hospitals, and they would have felt a sie! real need 


for their services," seeeseeees Sk 


eK. POHL, Colonel, HC 
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TRUE COPY EXTRAG? (Letter from Captain M. J. Aston (MO), USN 
Portsmouth, Virginia, dated 23 April 1948) 


eonte “(4) Replacement pools of Medical Department personnel. 


Certain of these pools were established in several strategic areas 
of the Pasifie and they undoubtedly served a useful purpose inasmuch as 
members of this group were immediately available for emergency replace- 

“went purposes, Such pools should be located whenever possible in large 
hospitals or other medical centers where the professional services of 
these doctors can be utilised and where enforced idleness and inactivity 
ean be held to a minimum. ‘The morale factor here ie important. A busy 
man hae little time or inclination to indulge in carping criticien or 
wnresaonabdle complaint.* 9es96 


ot 


L. K. Pohl, Colonel, MO 
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TRUE COPY (Extract Ltr Me C. Stayer, liajor General, U.S.Amy, Retired, 19 Apr 48) 


were" (d) Replacement pools of “edical Department personnel. 


liy experience with replacement pools had to do only 
with all troops. I found the replacement pools very 
hesitant about giving up personnele The Chief of the 
Medical Service should have authority to go into the 
replacement pools and take whatever medical men awaiting 
assignment he needs, notwithstanding the purpose for 
which they weresent to the Theatre. Sometimes they 
stayed for months, and nothing was done to send them 

to other places where they were needede"sHHH 


Colonel, 10 
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TRUE COPY EXIRACT (Letter, Rear Admiral C, L. Andrus, (MC) U 
dated 27 April 1948) 


aanee "(4) It is believed that replacement pools of medical pere 

sonnel would be highly desirable and thet by maintaining such pools 
replacements could be made without disrupting individuals and 

organized staffs already assigned to an established activity. For 
most effective administration and operational function persomel assign- 
ed te any given activity should not be moved except when due for normal 
rotation. Replacement pools would obviate the necessity for undue ; 
shifting of personnel. Replacement pools should be so located that 
educational and training facilities are available to fully and pre-e 
Pi iukly- scousy the Sins of persed cacksing qetara ts aaktns alec 
SE 


21s 
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TRUE COPY (Extract from Ltr Alfred We Eyer, Captain (M0), USN, 17 April 1948) 


ate @(d) Replacanent Pools of Medical Department personnele 


“Replacement pools are not considered essential in the peace- 
time service organization where conditions are relatively’ stable and 
dus consideration can be given to assignment. In wartime, however, 
they are believed tc be quite essential in order to provide greater 
modility and freedon of action for the forces in the field. 


"Probably, one of the most pertinent factors relative to idle 
medical personel in pools is the lack of decentralized authority to 
make shifts by local commands in accordance with their requirements. In 
the latter phases of the recent war, much was accomplished in such decen- 
tralization of authority with consequent smoother functioning. It is my 
irpression that this did not apply in the early phases; particularly in 
the Southsand Southwest Pacific areaBe “iti 


ae or 
Ab k 
r 7 


Colonel, 10 
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TRUE COPY EXTRACT (Letter, Colonel Earl Maxwell, MC, Air Force 
dated 19 April 1948) 


sunt ©10, In conclusion, every effort snould be made to 
keep medical personnel occupied from the time they are taken 
inte the service until they are released. Replacement pools 
had definitely a bad effect on the morale and it is believed 
a more efficient method might be utilised in the future,” 
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TRUE COPY EXTRACT (Letter, Colonel C, J, Baker, MC, Air Force 
dated 22 April 1948) 


sunt "Gd. Replacement pools of Medical Department personnel 
should be maintained, but a short time limit should be ostablished 
and personnel moved out rapidly, even though to temporary assign- 
ments,” srt 
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TRUE COPY (Extract from Ltr “. He. Michael, Rear Admiral (i), USN Retired) 


— % pools of hedical Department personnel can best be 
nade at hospitals - general, special, or field » utilising the ones 

‘most convenient to the prospective neede The training under above 
paragraph (3) may be contimued theres ut assignments form the pool 


Should be made by the Force Gtaff or District Medical Officer, not by 
the Ce % af the hospitale™ 
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Tu COPY FiTaac? (Letter, tear 4dairal C, 3. Camerex CE), UeSelles 
dotived | dated 21 April 1948) 


wae * (a) SES 2s neat saete Se tie SS 
¥orld War iI, influomed, of course, sy existing Service needs 


replac : 

critical situation in the activity frem which withdrewm, toereby 
etiooling the activity from which they arv gprs a regrettable 
ecourrence I had occasion to note at different tiaes during the pro- 
grease of Horld Gar Il," esse 
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TRUE COPY EXTRACT (Letter, Captain R. F. Sledge (MC) USN 
dated 26 April 1948) 


avant ©(b) Replacement pools of Medical Department Personnel. 


"Experience with pools of both Medical and Dental Officers and 
Hospital Corpsmen at Pearl Harbor emphasises the importance of such 
pools. On numerous occasions it became necessary to replace or aug- 
ment Officer and/or Corpsmen on very short notice and if such a 
pool had not been present neither replacements nor augmentation 
could have. been effected. However personnel in the Pear] Harbor 
pool were not happy even though they wére assigned to the area hos- 
pitals fer duty while awaiting further assignment, Unhappiness 
became more pronounced if an individual remained in the pool tee 
long especially if more recent arrivals were moved out in advance 
of his turn. © Personnel had to be assigned not in accordance with 
seniority in the pool but in accordance with the specialty required. 

"Pools should always be available to those responsible for 
emergency replacements. The pools should not be large, the personnel 
should not be allowed to remain too long, and they should be met: 
employed insofar as possiblg¢.” s+ 
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TRUE COPY EXTRACT (Letter, Colonel F. A. Blesse, MC, USA dated 19 April 1948) 


j 


*p, ae a ee 


replacements. Personnel beards 
which have been marked fit for non-bembat duty, sent teo many such 
ters 


eases, to medica) wits for duty. ‘This was perhaps te the 
‘non-combat’ which was apparently asseciated with medical units. 


signed. 
ce"Linitad service persummal and their proper ansigmenta ore 


(4) 


denne *(D) Xe sab is adbisies woh canoes: pas a eee. 

tion can never be reached, but we can approach complete eliminatisa of — 
replacement pools by proper calling in of officere and using these ofe 

ficers who are momentarily exces, In cther words, these officers whe 

are to replace tenceron s cammlties, ami what not, ng as#igning then 

some place, Let's don*t put them in a pool, 


sangZOntof  sngn oat omnes mh of he eiateting Ut ware 
today ameng our reserve officers is the languishing presumbly 
ng de ger cage actually fergottes, in a poel, a. vewees 
basic 32000. It happened to © and B Grade specialists whe 
sod iat be tanta Sth, 14 tepned wo 6 ont b nae spec 


"Z think if the Surge Generel can call for his doctarw at spe 

proximately the proper time in the general scheme of and I 

en ee ee ee oe the 
can't ge below thate=ugurgeons can give these people 


ths far as thair veing part of a depot a separate sation! ds 
partment control, if a separate medical department control that ig jut 
that much more overhosd we are going te have to ascum, Lwouwld think — 
ee ee ae ee 


section in a supply 
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TRUE COPY WATRACT OF INTERVIEW WITH COLONEL VIRGIL CORNELL, MC, USA, 50 APRIL 1948 


eeneeee DQ. Phe principal may be good, but many medical officers spent too long 
in them. Such officers would do much better attached to a unit as over-dtrength 
and held immediately available. YForward echelons always have vacancies for men 80 
that sowe may be sent back for a rest and gzome fillers, instead of being in a pool, 
could gain valuable experience tere. These men might better be left at civilian 
posts and allerted than to spend months in a pool. I won't expand on that. I om 
sure everyone has commented on it, #eteteeeenes . 


THUE COPY EXTHACT OF INTERVIEW WITH BBAR ADMIRAL MORTON D. aman (MC) USE 
4 May 1948. 


Seneeene D, REAR ADMIRAL WILLCUTTS: That, as I understand it, is that artes 
they are once in the Service the replacements are casuals, so to speak. That 

is very important and necessary. Phat is where we get our criticisms perhaps, 
wat it is necessary. You can t expect this so-called division that I just spoke 
of to take on thejob of sending 10 doctors when meeded. You must have replace- 
ments. War is wasteful, and it must be accepted by ciwl medicine. They know you 
have to have a reserve strength always. You might say that our checker playing 
champions are in excess in Washington. You may have them idle month after month. 
You may not have a fire for months, and yet you wouldn't say the fire department 
was not necessary. I approve of replacement pools. I think it is most important. 
But again, there, you mst have them properly supervised. You must have an 
understanding that they don’t get someplace as lost souls, *esseseeneses 


FUKE COLONEL, KC 
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TRUE COPY EXTRACT (from address of Major General Albert W. Kenner, MC, USA, 
13 May 1948) 


MAJOR GENBRAL KENWER: °*99° "{9 to this next question — replacement 
pools of medical department personnel -- I believe they should be so-called 
working pools established by overstaffing of medical unite end installa- 
tions with earmarking of personnel to be subsequently reassigned to other 
units to act -— in other words, as cadres, and so forth. Lists uf such 
personnel should be maintained in superior headcuarters by MOS and rank. In 
that way this Corps Area Surgeon «~- we don't have those any more — oF 
Arnuy Surgeon in the Army Area would have in his office a list of officers 
who, on call, would be immediately available fordefinitive assignment. 


BRIGADIER GENERAL MARTIN; Should medical replacements in theatres 
ef operations be removed from general replacement pool control and placed 
wnder the control of the surgeon of that theatré awaiting their definitive 
assignments? 


MAJOR GENERAL KUNNER: My greatest objection to the replacement 
depot was, one, that your medical officer loafed around with nothing to 
do. He became dissatisfied, hie morale was lowered, and in some instances 
he was there for several months. Furthermore, the surgeon at top level 
was denied the utilisation of his services during that period. The re- 
placement eystem in its general administration was a pernicious system in 
80 far as that pertained to medical officers. I believe, therefore, that 
all medical personnel within a major command or within a theatre of opera- 
tions should be controlled by the senior surgeon of that organization, thet 
he should have authority to overstaff by 50 percent, if necessary, any one 
' ef hie units, coneidering that his overeteffing was in the nature of a 
pooling and that his officers, instead of loafing around, were dDeing train- 
ed until euch time as they were called up for reassignment, and that, 
furthernore, they were doing something useful, " eeeee 


L. K. Pohl, Colonel, HC 
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TRUE COPY saThACT OF INTRAVIGW BITH BRIG, ORR, JOSEPH B, BASTION, we, USA (KETIRED) 
OH 3 Hay 1948, 


weneeeeD, SBeplacement pools of Medical Department personnel®. As listed, and 
evory thing? i 


BRIGADIZR GANZRAL MARTIN: Yes. 


BRIGADIER GEKERAL BASTIUN; You ought to know that without anybody 
@ise telling about it. 


BRIGADIER GESERAL MARTIN: Off the record, 


BRIGADIER GENERAL BASTION; You will have to have something like that, 
I don't know what you will call it, hat should be entirely understood by the 
medical people, andi it should be wery easy to run it. 


BRIGADIER GENERAL WARTIH:; Ae you remember the Medics] Department had . 
written into its organizational setup after World Wer I a medicsl concentration 
#/o unit. Do you favor s reeréation of such a unit to svoid the difficulties 
encountered in World War II with replacement pools of medical personnel? , 

GENERAL 

BRIGADIER/BASTION; Yes, I do, cali it what you want to, bat it's 
something which the medical should keep it filled and be responsible - I rean, 
ali personnel should be used to the tect advantage, and nobody else enn gay that 


but the medical high command, **:"ese~ 
of iia uo 
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The testimony and evidence secured in investigating this 
field proved that there was universal criticiem of the aystem or lack 
of system in redeployment used in Werld War II, while next to nothihg 
has been suggested to prevent many of the inequities of that practice, 

This is understandable when one considers the military events which 
tranepired wherein one theater of war terminated hostilities in advance 
of another. This resulted in plans for transfer of the victorious troops 
and their facilities to another theater far distant and still engaged in 
& struggle whose end could not be foreseen. This may never heppen again. 
Plane for redeployment between theaters cannot be made in peace but 

on can be established which will alleviate many of the complaints 
and unfairness that resulted in the process used in World War II. Policies 
regarding redeployment and release from service of medical personnel for 
the Zone of Interior and for overseas theaters should be made as early 
ae Gonditions of war perfit. Once made, they should be rigid)y adhered 
te without regard te the cries of the people or the medical prozession. 


b, Rotation of Individuals 
(1) Givilien-Services 


There has been considerable agitation towards consideration 
of a policy which would permit the retation in a leng war of medieal pere 
sonnel between civilian pursuits and the armed medical services. Theo- 
reticoally, this appears to te sound and would certainly equalise the 
eaerifice incident to service. Practically, however, it has many serious 
dravbacks. First among these is the prior lack of knewledge of just when 
a war will terminate and hence when should an individual be rotated. The 
administrative part concerned with that type of retation could be handled 
‘withent teo mush effort. However, {t is viewed, the efficiency of the med- 
igal services would be bound to deteriorate with each rotation. I1¢ would 
‘fouble the training requirements. Training facilities are important saters 
of manpower which should be used for combat as soon as possible. ‘Such a 
premise denies the obvious fact that ezerienge is a major factor in any 
individual's ability and therefore the efficiency of any unit he serves. 
Sach a scheme for medical officers slong would certainly be discriminatory 
and suggest te avoid that unfairness that g)) personnel should be rotated 
pericdically] This would certainly result in utter confusion and a pro- 
longaton of any war because of lack of efficiency. The main purpose sf 
the military force is to defeat the enemy in the shortest time possible, 
Once an efficient fighting force is developed to defeat that enemy there 
can be no further reason which ean justify the breaking up of that effic- 
fency to satisfy the desires of its individuals, fherefore, the Oommittee 
believes that there should be no deviation from the practices of the past 
wherein only special cases were considered for relief from the service be- 
Gause of hardship or the specific needs of an individual in a key position 
in a civilian evocation. If the organised civilian medical prefession forces 
thie iasue inte law it must provide that every Fotated doctor assune profes- 


Siona) duties at once on his relief, RESTRICTED) 283 
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(2) Between Zone of Interior and Theaters of Operation 


There was no special policy effective in World War 11 
governing Medical Department officers in thie field. They were rota- 
ted on temporary duty for rest and recuperation on a percentage basis 
along with all other officers and they did not like that system. In 
facet, no other officer category lixed it tut they were less vehement 
in their criticism, A grest failure in the rotation system for reat 
and recuperation reeulted when individuals rotated sought and enccecded 
in obtaining Zone of Interior assignzents as soon as they arrived home, 
This led to the tightening up of the availability for rotation in unites 
because of the shortages which ensued from the above practice. The 
accumulated disaffeetion was dDound to affect the morale of all oldtimers 
on fereign service, It adds up to the conviction thet a service policy 
once set should be rigidly adhered to or better never set in motion, 


The rotation of assignments between Zone of Interior and 
Theaters of Operation in the case of medics] officers vas a haphazard 
one and when operative di¢t much te cause resentment in the Theaters of 
Operation, The reclacement of the rotated officer by one of the sane 
rank stymied promotions, the goal of everyone, It was not operated oa 
the first in, first out, principle becamse of lac: of specialized xnow 
ledge to make adequate replacement without deterioration of unit effic- 
iency, The point syetex whereby one was returned if he achieved suffic~ 
fent credit worked an undue hardship on the overseac theaters because 
it failed to consider the need for the replacement of each individual. 
This was applicable to all officers but affected the medical services 
most adversely because of its varied specialized needs. Unless more 
direst control of Medical Department replacements is vested in the Sum 
geon Generals, there can be little done to svoid the errors of Werld 
War II, in the future, Present trends do not envision the decentrali- 
sation of personnel management to the services, but it is believed con- 
tinued effort toward that end for the Medical Department should be ez 
erted, 


More thought and action are needed to effect the rotation 
of specialists of the Medical Departments on a man for man exchange 
basis in war. This is considered a vital need to improve the knowledge 
of specislists in the entire field of their specialty and the whole med- 
feal service as well. Qualified men can be emohanged without loss of 
efficiency in this area, Plans therefore should de made in any future 
war to force this essential mechanism in any future war, 


Any plan devieed for the rotation of officers and enlisted 
men requires a cushion to enable its performance, This cuehion results 
in wastage of medical manpover and is open to oriticieoa. The full use 
of medical transport facilities for the transference of medical @eplace~ 
wents rather than their restriction. to gencral FPeplacement transport 
means would implement a detter retation pregram, This concert was not 
allowed in practice during World War II and hindered the plans of the 
Surgeon General of the Aray, 
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Many individuals overseas were redeployed to the Zone of 
Interior against their wishes because they had attained the required 
credits. Future planning should include the exemption of this clase 
of patriots from the general provisions of redeployment directives, 
Further, the realisation that each man has a breaking point is impera- 
tive in the future planning for war. Many good doctors were sent hone 
through medical channels because it was the only “‘out" in their particu- ae 
lar esses, They had worn themselves out faithfully in the service and fe: 
should have been replaced by the operation of a replacement sycten wiich 
accepts the fact that most humans cannot withstand the hardships of war 
beyond a reasonable determined period overseas, 


(3) Between Theaters of Operation 


Very few individuals were redepleyed as such between tha 
various thesters. Ih most eacee it was the desire of the individual or 
the specific need for his service that determined the aseignmeat. Be-~ 
Gause of these factors very little oriticies ensued. As there was 20 
policy established for this type of reassignment no change is indicated, 


c, Redeployment of Medical Units 


The capitulation of Germany in May 1945 thrust the direc-~ 
tion of all of our resources towards tne Japanese Bupire in the Pacific. 
A general increase in our armed foress might in the Pacific was neoded 
for the final blows leading to victory. Plans te effect the transference 
of our forces from Turope to the Pacific inelwied their medical suport 
and thereby set in motion one of the most confused patterns of discontent 
encountered during the wer, Some unite ware selected to go te the Pacific 
via the United States. Others were needed so vitally that direct trans 
ference was indicated. Policies were established that permitted of volun- 
tesring for farther combat service. These fine sentiments were habitually 
expressed for service in those units which were to pass through the United 
States amd resulted in their full complement on redeployment. This left 
the direct transfer group of units filled with those who were foreed to 
join by lack of sufficient overseas credit. The units chosen for rede- 
ploysent had te be completely reorganised and seon lost all semblante of 
efficiency, This did little te improve the morale and esprit of these 
forgotten unite. It wae over this stage of redeployment that most of the 
criticism arose, First of all, the system used was not sound militarily. 
It failed to utilise the experience of unit efficiency so greatly develoep- 
ed in Zurope. It failed te take into account that the care of the sick 
and wounded was more impertant than the length of time thepnit of its ine 
dividuals had served overseas. It wae based on the reorganisition of a 
unit by applying individual credit for service in peinte which masy held 
open to inequity, There is considerable agreement that a credit ay. .” 
for servies was just and that overseas service should double the credit 
for Zone of Interior Service. This system wae not adepted until after 
Ved Day and it wae indicated seoner in the pretess of redeployment. Ane 
other suggestion affecting the redeployment of unite has been made, It 
favors the sending of Zene of Interior medical units to a Theater of Oper 
ations rather than direst redeployment of veteran units from one theater 
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to another, This scheme has its merits only to the extent that it 
might equalize service, It presupposes the availability of similar 
combat medical unite in the Zone of Interior ready for movement. 
Hindsight observations, however, based on World War Il experience 

in this field should not be adopted in planning for the future, as 

the system proposed would entail gre:t wastage of medical manpower 
held in training for poesibilities that might never be realised, This 
would invoke more criticism by the very people who are now so adamant 
in ideas wastage of medical resources. : 


Another suggestion which has merit concerns the redeploy- 
ment of unite with only key personnel. This appears at first glance 
as an admiral proposal even though it may put the load for long over-. 
Seaz service on a few selected individuals, However, {t does not assure 
the prime essential that any combat medical unit must be ready to operate 
iumediately on its arrival in any theater of operations, For this reason 
it must be rejected as impractical in planning for the future. (Kon-con- 
currence Air Force Medical). 


Lack of desired anount of transportation was an infleensing 
factor in implementing the systems used for redeployment. To assume 
that in the future we will have sufficient transpertation for the ideal 
eperstion of our scheme of redeployment ie wnsound in light of our exper 
fence in past ware. 


11, MEMOBILIZATION 


‘Fhe results of the mass hysteria of the nation following Ved 
Day demanding the immediate release of all non-regular personnel from 
the services is too well known to need much amplification in this ree 
port, However, the unsound actions of a nation which permitted total 
destruction of its armed might even in the knowledge that to do so was 
to destroy its most important facility and the opportunity for security 
of its prime aima, that of preventing future war, aust be given due 
. weight in planning for what aight happen in the future under sizilar 
cirounstances, It must remain exceedingly doubtful if any future Chief 
Executive can control the overwhelwing demands of a people under our form 
of Government aven if fortified with legal provisions which shticipate 
these demandes. 


It pointe out the need for *ha indoctrination of the American 
people by whatever meane is necessary to again avoid the pitfalls of 
unpreparedness. It seems logical to accept the experience of World War 
II as the basis for planning for the demobilisation of our forces in any 
future war, except for the rather universal opinion thet any future war 
may bring to our homeland the destruction and chaos which beth cur Allies 
and our enemies experienced in World War II. If such oceurs it will cer 
tainly affect the paychology and actions of our people far different from 
our latest experience. This may in the establishment and operation of 
an orderly and well planned process of demobilization whereby the armed 
services can adjust their resources in conformity with national needs and 
commitments. Regardless of the doubtfulness of conditions wiich will exist 
after the next war, a sound, gradual and well contrelled — 
precess must be planned, f " 286 
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There is well founded knowledge in the services of the type 
of medical care which is demanded by the American people for its dis 
abled war heroes while in governmental hands. There should be ho system 
of demodilisation of service medical personnel devised which will in any 
way affect the high standards of care, in spite of objection to postewar 
service by individual medical officers, that have been provided the dis 
abled of World War I and II in our service facilities. 


It hes been suggested that demobilization of all ferees be 
accomplished by units rather than as individuals. This would conserve 
personnel while avoiding rapid disintegration of strength. It would 
not be an @quitable process, however, as no unit retains its original 
personnel throughout ite life, RHecanss of this feature it is hard te 
aecept the suggastion as one which would still the eritics of armed 
services methods. 


The peculiar position which the medical services alone of all 
services occupy after was wherein they are required to retain a large 
portion of their personnel strength to care for the human carnage re-~- 
eulting from war should be more gensrally recognised by the civilian 
population ac well as by high level service staff and command agencies. 


Further indoctrination of the civilian medical fraternity as 
to their responsibility in this phase of national effort is indicated 
and gannot be too forcefully emphasized. It is not within the reason- 
able horizon of tomerrow te assume that the Veterans Bureau will have 
sufficient available beds for the rapid reduction of service medical 
leads immediately on the termination of hostilities. This precess of 
relieving the service facility patient loade after hostilities has ree 
ceaivel wiiversal agceptance as a sound prosedure and should continue 
in the fature, 


Another important medical phase in demobilization involves 
the final physical examination of the troops prior to their release 
from service, In the light of present laws and regulations concern- 
ing claims for disabilities incurred as a result of service, it is 
imperative that adequate final type physical exeminations be condust- 
ei, This onoreus duty requires the retention of large numbers of med- 
ical officers ia the service for long periods of time, There ia mach. 
Gedate as to the value of these examinations as usually conducted at 
@ischarge centers. Blanket time limitations set by high authority for 
completion of all processes involved in discharge from the service have 
undeniably played an important part in the thoroughness cf these exam 
inations. Many hold they were worthless as conducted in the pact and 
that it would be better to eliminate them completely and thus speed 
wp the release of medical officers, fhere can be no justifiection 
for that attitude in the face of the legal responsibilities of the 
Gevernuent to elaimsa by ite former wartime pereonnel for emoluments 
connected with service and non-service connected disabilities, 


There appears to be one solution only to this problem and 
that is the demand that sufficient time be allotted te the finsl 
physical examinetion phase of demobilization te permit of a thorough, 
complete physical survey of each individual from which reliable daté 
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ie eetablished which will provide justice to the individual and 
protection to the Government for all claims resulting from the 
disabilities of war. 


fhe need for medicel officers in the specialties for post- 
war service in the rehabilitation of our wounded is definitely estad- 
lished and must. be accepted by the medical profession regardless of 
their attitudes and desires. ; 


Regardless of any system poesible of operation in demebili- 
gation there will be inequities in priority of release of medical 
personnel ferced by the magnitude of details involved..The system of 
publishing general blanket regalations and instructions fer the de- 
mobilisation of g)] officers cannot be accapted ay she service medical 
departaents az applicable to medical personnel. fo enable tham to dia- 

_ tharge their responsibilities there must be special control ty themselves 
over their personnel and resources, This must be realized by supreme 


The question of who should get out first can never be decided 
in the case of medical officers upon the individual desires of that 
officer although there are many justifiable reasons in each case, Uni- 
fermity of service rendered should have an important bearing as an index 
to separation in any demobilisation process. The important consideration 
of fordgn duty service wherein the individual has been subject te separae- 
tien from family and comfort as well as to the hasards of war must be 
elosely studies in determining the index for separation, A mathematical 
scale giving weights to Zone ef Interior and foreign service seems nost 
feasible for future use. Age of the individual should be considered be- 
Gause of ite influence on the length of his possible future civilian 
garcuite and provision of financial security. — 


The enoraity of the details involved in the proper phasing out 
of warplus medical personnel during demobilisation vhile keeping the ned- 
feal facilities dbalenced with qualified personnel precludes complete 
justice in each case under any system which can de devised. The acvye- 
mont of thousands of medical officers from place te place to carry out 
a Getailed postwar replacement system based on absolute equity of each 
individual for service ie net prasticel and therefore must be discarded 
as @ meane which might avoid disaffection. Because of *area* control 
over the medical personnel in Zone of Interior station and regional 
hospitals the Surgeon General of the Army was impotent to apply any 
equalisation process affecting medical demobilisation in those units. 
Thie was corrected in the final stages of the war to prevent many of 
the more glaring inequities which had occurred, Gare should be used 
in delineating the responsibilities of Area Gommandere in the future 
to exelude this aspect of the contrel of medical personnel. There ean 

de no decentralisation in pblicy-making if equality of service is te 
ve tha basis for medical manpower management in future ware. | 


Prior planning for the aystem to be used in the release of aed 


eeatbie 0.00 must be accomplished in war sage kept ae flexible as 
pad to coincide with conditions as estually exist on the ters- 
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ination of war, It is doubtful if much improvement can be made in the 
demodilisation processes of World War IJ unless a firmer national policy 
ie established and adhered to consonant with our post-war military ree 
quirements and which will permit of a gradual, erderly phasing out of 
service personnel. The armed forces alone ehould be empowered to set the 
indices for separation and the methods hy which separation will be eccem- 
plished, They should never again be staspeded by sentinent. 


The Armay, Bavy and Air VPorce all have different needs during 
demobilization. There was a lack of uniformity in oriteria fer release 
between the Army and Havy. Therc should be coordinated action by all 
to the end that all medical personnel share equal service even if it 
occasionally may necessitate intez-service transfer, 


Finally, full resognition of the Nedical Departaent individual 
accomplishments for relief of innumerable cases of real hardship plus 
community and educational critical medical shortages has not been ree 
ceived, Such individuals returned to civilian life without expression 
of theiy appreciation by spirited public defense of the sincerity and 
conuscientiousness of effort exerted by Military Medical authority, for 
their welfare, ih spite of all the difficulties and problems for Medical 
coverage as rearined in the services. i 


32%. Qoughusiors 
the Comnuittes concludes: 


1. That the next war may well pose fcsatures conocrning 
redeployment and demobilisation far diffrent from past experience, 
That only until the actual conditions are agseesed should definite 
plane be placed in operation but once initiated, consistency insofar 
as is humanly pessible, should be the guiding principle, That pending 
another war there should be "desk drawer" plane sade by each of the 
services which will serve as policy indicaters te avoid pavt errors 
when the time arrives for redeployment or demobilisation, 


2. That most redeployment programe and policies as estab- 
lished and attempted in World War II were sound. That they were daced 
on equality of service in principle which is predeminantly ‘aacep ted by 
all as fair and just, 


3. Policies for Medical Department personnel management 
concerning rotation and neenpleymans must be sade at the earliest possible 
date in ovent of war, 


That because of the special nature of the Medical De- 
partaente mission exception to blanket personnel regulations and policies 
are indicated, | 


4, That full use of medical transport facilities, had it 
been permitted during the war, would have allowed a better rotation poliay 
for medical personnel between the Zone of Interior and Theaters of Operation. 
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5, That a point credit system indicating service is essentially 
fair and just, and should be established at the outbreak of hostilities 
and maintained without discrimination for the rotation of each individual. 
That overseas and other service at isolated stations should be given more 
eredit than Zone of Interior service, That the next war may well prove 
that home service is just as hazardous as overseas service. That this 
factor will demand consideration when and if war comes, That for separa- 
tion of Medical Department personnel the poat-war needs of the service mast 
de evaluated and net permitted solely on any point system alone, 


6, That a general rotation policy during war permitting ro- | 
- tation between a civilian and service status would impose a terrific burden 
and ineidently cause a wastage of practitioners, That it weald set uw a 
discriminatory practice unbearable to the American sense of justice and 
thereby prove a boomerang to the generally admitted sacrifice by the medical 
' profession in war. That the sext war may prove to be more hasardous in the 
ZI and thus cause a reversal in this concept. That only in the rare ex 
ceptions of highly trained specialists showld this suggestion receive con-~ 
sideration, 


7. That retation of specialists between Zone of Interior and 
Theater of Operations is indicated in the future on a wide seale to permit 
of more Complete knowledge in the practice of their specialties. That this 
@an be accomplished readily and soundly by definite planning and execution. 


6. That those who volunteer to continue on overseas assign- 
ments be permitted to do so if able and qualified. Phat specific pro- | 
visions should be made in blanket regulations governing rotation of officers 
and enlisted categories to exempt thie group of personnel, — 


9, That rotation policies and procedures must envision the 
need for replacement of worn-out personnel as well as those with éufficient 
eredits,. 


. 10. That the most economicel method of redeployment of m dical 
units between Theats of Operation is one in which the entire unit is trane- 
ferred regardless of the length of overseas service of ites individual 
members, That thie method, unless adopted for all other service units, would 
not prove popular and be unjust. That it is useless at this time to determine 
& policy in this field because of its dependence on specific situations, | 
no two of which in past ware have been sinilar. 


Ll. That the hysteria of the populace which resulted in the 
complete disintegration of our armed foreer following V-d Day may recur, 
but is improbable in the event of atomic or othertype warfare occurring 
fn the continental United States. That to prevent foolish demands it will 
be necessary to indoctrinate the public during hostilities and to put teeth 
into legislation at that time which will permit the military te alone decide 
when each individual will be separated from the service. 


12. That the peculiar missions of the Medical Departments in 
@ischarging their post-war responsibilities must be recognised to the end 
that the Surgeon Generals be given the autonomous right te decide vhen each 
medical individual shall be separated from his particular service. 
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That in no other way can the backlog in the care of battle 
casualties be concluded on the high plane of service demanded by the publics 
and the final type of physical examination of individuals conducted on a 


worthwhile and just basis of all concerned. 


13, That unless general policies for demobilization of per- 
sonnel include enough time for a complete and searching final type phy- 
sical examination of each individual the same worthless practices of World 
Ware I and II will ensue to the detriment of the taxpayer and individual 
alike. 


14, That squitable wartime service betwéan medical ¢gomponents 
of the Army, Havy and Air Foree is desirable, sound, and should be practiced. 


That it can be attained by joint coordination of effort 
even if it requires the interservice transfer of individuals to accomplish. 
it. 


TV. RECOMMENDATIONS 
Phe Committee recommends; 


1. That in future war planning be completed early fer the 
rotation, redeployment and demobilisation of medical personnel, 


2. That steps to gain the necessary acthority to more 
forcefully utilise higher priority Air and available medical tranepert 
foellities in war for the movement of uedical personnel be veken HOW, 


3. That the point eredit system used in World Wer [1 fer 
service be further developed and retained, for the rotation of gencral 
medical service personnel from theaters of operstion to Zone ef Interior, 
bat that it not be adopted without modification for specialist —— 
depending upen their replacement availabilities. 


4 That rotation between civilian and service status during 
war be not considered as practical except in the case of scarce category 
| specialists, 


5 That previsions be made in planning in event of war for 
the widespread retation of specialist categories between the Zone of In- 
terior and Theaters of Operation. 


6. That every effort be nade through medical sources to edu- 
eate the public and ite representatives of the folly of demodilising the 
armed ferces and ite medical services in a similar fashion that oecurred 
in World War II. 


7%. That necessary steps be taken at once to insure the follew 
ing: 


QQ) Giving the Surgeon Generals of the Armed Forces the . 
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authority to determine the criteria for discharge of medical 


personnel based upon their post-war medical service require- . 
nents, 


(2) Sufficient time be allotted in the demobilisation dis= 
charge precees for a proper type final physical examination. 


(3) Coordineted action by the Army, Mavy and Air Porces 
. equalise wartime service of their medical personnel, 
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TRUE COPY EXTRACT (Letter, Colonel Arthur B, Welsh, MC, USA 
dated 19 April 1948) 


anew ®@, One criticism of redeployment was the failure to send 
doctors with no overseas experience to the Pacific from the sone of 
interior, rather than directly redeploying ones from the ETO. De- 
mobilisation was too fast. The post V-J day imposition of medical 
corps officer ceilings on overseas theaters--rather than permitting 
theaters to exist on lush T/0 bodies, without a justifying worklead, 
certainly accelerated the return of doctors to the sone of interior. 
The ETO on request returned large mimbers of doctors te the sone of 
.4nterior to assist in the evacuee work load imposed on sone of in- 
terior hospitals. High command is to be complimented for approving 
that request. It shows what could be done even within the existing 
command structure. Maybe the reason the Medical Department didn't 
do so many desirable things is because of not knowing what it 
wanted to do or what should be done or how to staff the request, 
It's interesting to know that the Persomel Division of the SGO 
had splendid records on the global distritution of all army doctors, 
The greatest weakness was in determining the correctness of classi- 
' fieation and requirements. There was teo great a tendency to staff 
for peak loads, Manning tables were too lush and sone of interior 
fixed hospitalisation, particularly of the station and regional 
type, too ample. When The Surgeon General really got hold of the 
reins, sone of interier installations closed rapidly and the de- 
mobilisation of docters was eccelerated, 


"A frequent criticism, perhaps unjust, was the Medical Depart- 
ment’s failure to plan and obtain responsibility for the hospitaliza- 
tion of the veterans, which it is argued would have done nore fer 
the residency and professional training program of the Army and its 
future readiness for war than any other single move. Too, it would 
have reduced overhead and kept out or at least subdued ancther 
*bidder’ for doctors and ancillary service personnel. 


 *Redeployment and demobilisation by wit was indicated. Such — 
@ plan had it been approved would have retained wartime unit esprit 


developed by having done a good job as a team, That wasn't War | 
Department policy.” ###+# 


Mito ee 
LK LeeQ 
be Ke Pohl, lenel, uC 
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TRUE COPY EXTRACT (Letter, Colonel C. J. Baker, MC, Air Force 
dated 22 April 1948) 


wane ®e, Redeployment and demobilisation of personnel. A 
system of credits for demobilization should be established, and 
medical personnel demobilized when sufficient credits have been 
accumulated. It should be mandatory that personnel demobilized 
during the emergency return to their commmity and engage in 
their profession there; other personnel being selected from their 
community as replacements,” #### 


TRUE COPY EXTRACT (Letter, Dr. Russel V. Lee dated 18 April 1948) 


aunat "(e) Redeployment and demobilisation of personnel, 
"There should be an orderly numerical priority system which 


would make demobilization automatic and fair. Medical men should 
not be retained longer than really needed ,."##""# 
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TRUE COPY EXTRACT (Letter, Colonel F. A. Blesse, MC, USA, dated 19 April 1948) 


"a, Redeployment and demobilisation of personnel is naturally ex- 
pected to wary between the Army and the Navy because of the wide varia- 
tions in the types of missions of the respective services. In the recent 
war: the Navy policy of rotating overseas shore based personnel between 
duty at sea and the Zone of the Interior was far different than the Aray's 
policy of indefinite overseas duty. This can well be understood when 
one considers the differences in missions, The correction of differences 
in redeployment policies will be difficult for it presents many problems. 
The difference in the rate of demobilisation creates separate 
ments for the number of Medical Department personnel to be retained on 
duty. @hie difference in rate of demobilization naturally resulted in 
variations in the separation criteria for Medical Department personnel 
as well as all other types of personnel. The only foreseeable solution 
te the problem of equalizing the demobilization of Medical Departzent 
personnel would be a system of inter-service transfer of such personnel. 


"b>. It is likely that demobilization by uiits will follow the next 
war. Although this may be unfair to some individuals, it would tend te 
prevent the complete and rapid disintegration of the Armed Forces that 
followed World War II, It is believed that this system would conserve 
medical personnel, by enabling them to return to their civilian pursuits 
at the exact time they are no longer needed in the Army, rather than 
remain in the service until they accumulate enough “points” for shea 
eee renee th eee oe ers Sei 


TRUE COPY EXTRACT (Letter, Rear Admiral C. L, Andrus (MC) USN 
dated 27 April 1948) 


sneee ®(e) The redeployment and demobilisation of personnel should 
be carried out in an orderly manner and no more rapidly than is consistent 
with finishing the job of making war and cleaning up after the shooting 
stops." batahabalel 
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ee (E) 2, ia Ceavai hiatal tes cote ania alts, 
If somebody can get across to lim that the work he ie deing is important 
and that he is needed, he can remain fairly well contentad on the job, 
If he is stuck with a jeb and sees scambody of comparable ability gcing 
home, he wanta aome kind of a reasan for it unless it's just a question 
ef s las of sveraces. If you can explain it te him ai that basis as a 
gamble, he will take it in pretty good spirite, If he feals he is being 
picked on, he won't like it, and during the demcbilisation period pecple 
axe all anxious to get home, and those who can’t get home immediately — 
Se ee ee 
that they are contributing to the over-all effart. 


oe nme we 0) The poor results in the final type physical 
emminations are now, I think, generally accepted, I feel that the 
medical department s protest, as it did, pressure from higher head~ 
quarters in turn was under such terrible pressure from the governaentel 
agencies that after ail all we can de is make ow recomendations and 
act on orders, I think that the entire country made a herrible mistake, 
but I think the medical department did the best it could under the aire 
cumstances, 


“J am net familiar with No, 6, I doen't know what planning was 
dene, I know that we all cave it considerable thought, but the big 
planning topside controlled what became of cur plans, @ur plans could 
never really operate because of the over<all Washington level planning, 


"In anawer to No, 7 I suppose 1% did, I suppose there was covere 
production, ovarprotectiang and overcaution, but it's probably detter 
that way than another way, It's much better to be too cautiow in dedi« 
ing with pecple's health than not being sufficiently cautious and then | 
being caught, tases 


"(I) 16, I faver « ressonable rotation policy fan cuetehele, 
To answer the question specifically for specialista between the ZI and 
theater of operations, I would say yes, and for other classes I think 
within the limits <f transportation and providing always thet it's 
done equitably. They doen't have some gang rotated 18 months and some- 
vedy else on a year and somebody else out four years and no change of 
coming home, Any rotation at allthis is my specific answer to thige= | 
mst be on an equitevle, even basis, because they are all Americans, It 
doesn't matter what kind of uniform they yegp-op-—wy o—_— 
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TRUE COPY (Extract Ltr Mé Stayer, Major General, US Amy, Retired, 19 Apr 48) 


wt" (e) Redeployment and demobilisation of personnel. 


It was tragie@ the way it was handled in this late 
war, but umer the conditions, I believe the mithods 
were aS good as could be expected," Mit 


Colonel, 
TEUE EXTRACT COPY (Ltr Brig. Gen.Guy B. Denit, MC, Surgeon, 13 spr 1948) 


eseee SRedeploy ent and demobilisation of persorsel - This subject ics so closely 
related to the mobilisation that it should be studied and considered by the same 
Rescarces Board ix order that a proper flow of Medicel Department personnel may 
be directed back iato civilian channels without haepering the allitary seryice 


during the period of edjustment, *#9e4s : 
eae 
L EL 
uC 


Colonel, 


SBUE EXTRACT. COPY (Ltr Gol. Robert F. Williams, MC, dated 16 April 1943) 


eeeee "Redeployment and demodilizmion ef persounel. Redeployment can be handled 

by first sending those who have served culy in the Zone of Interior, to be followed 
by those with the least oversens service. Gombat Zone Service should be given 
twice as much credit as other overseas. Gn the basis of universel draft, demobil- 
ization of medical personnel should be based on toth military and civilian require- 
ments. Complete plans for demobilisation should be drawn during a war. fhe Armed 
Forces, if prepared, need not be stampeded by sentixent 


CL BOF 
Colonel, HC” 
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TRUE COPY EXTRACT (etter, Colenel James H, Forsee, MC, USA, dated 20 April 


eeeee (3%) Redeployment and Demodilisation of Personnel. 


: Redeployment which followed World War IZ hag demonstrated to 
‘most. everyone that such a policy was most unwise. It would seem that all 
personnel overseas at the close of the Gar should be required to stay over- 
seag until they have completed a prescribed period of service. ‘hose who have 
met these requirements should be returned home and be replaced by those from 
the Zone of the Interior. A large foree seems to de a pre-requisite fer peace 
and to keep this number intact replacements coming from the Zone of the 
Interior would permit the discharge or separation from the service by those 
who have completed the prescribded period of duty. Duty in the Zone of the 
Interior in the absence cf actuhl battle conditions might, as a suggestion, 
be given credit for overseas service on the dasis of 50%, that is 2 months 
in the Zone of the Interior would equAl 1 month of owersens duty, **090% 


TRUE COPY FXTRACT (Letter, Col. John A. Rogers, MC, USA (Ret. ) 
dated 19 April 1948) 


sneee "EB : cts : 
of the First ieae ware retelaved ps the Pacific ers iueadiatals following 
V.E. It was my understanding at that time that many well trained and ex- 
perienced medical units could not be redeployed to the Pacific because of 
a certain amount of service in the Furopean Theater. It would seem that 
during a war the more experienced and better trained units should be 
more fully utilized regardless of length of service since failure to do so 
must inevitably result in a poorer standard of medical care for the wounded 
in a new theater. Ffficient care of the wounded is a more serious considera- 
tion than the length of time the unit may have spent in combat. Demobiliza- 
tion should generally occur on a length of service basis at the conclusion 
of hostilities except in the case of key *pecialists in general hospitals 
in the Zone of the Interior," ##+## 


Colonel, MC 


me, a 


/ 


ancl an tN aa et 
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TRUE COPY (Extract Ltr Yames E, Hix, Lte Cole, MC, (Resigned) 11 April 1948) 


HH The point system of last war didn't seem bad to me, Where transportation 
facilities permit, a more active rotation in and out of the combat zones might 


he Ly ot set Khe 


Colonel MO 


TRUE COPY EXTRACT (Letter, Brig. Gen. Robert C. McDonald, MC, USA (Ret.) 
dated 15 April 1948) 


senee ©(e) Redeployment and demobilization of personnel, 


"(1) Comment: Demobilisation of specially qualified medical personnel 
was too rapid in the last war. Ffforts to balance demobilisation so as to 
retain sufficient specialists to maintain proper medical care and treatment 
were only partially successful. Redeployment was satisfactorily handled. 


"(2) Suggestions: Redeployment and demobilization should be on a 
balanced plan so that overages and shortages of skilled personnel will be 
avoided. . There must be a lag in the demobilization of medical personnel 
since the sick and wounded must be cared for until maximum improvement is 
attained ." ##tt 


c 
L. Ke Pohd, Colonel, MC 
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TRUS COPY EXTRACT (Letter, Captain Robert M. Gillett (MC) USN 
dated 15 April 1948) 


anon "Of all schemes of mobilisation and demobilization of 
medical personnel, the system used by Canada appeared to have the 


most merit,” #H# 
L. Ke Pohl, Colonel ,MC 


TRUE COPY EXTRACT (Letter, Dr. A. R. Shands, Jr. dated 20 April 1948) 


nen © The redeployment and a ‘of personnel on the 


whele wae quite smoothly performed," 
Lh be. 0 
Le Ke Pohl, onel, HC 
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TRUE EXTRACT -COPX; (letter from Colemel Richard T, Arnest, Ret. 
dated 19 April 48) 


dee Sette tt "e, Kedeployment should be made with key personel 
only ~ the fillers would be added to the new theaters. Demobiliza- 
tion should be accomplished purely on a length of service besis./## 


SERVE COPY ZBXTHAOZ: (Ltr Rear Adm F.L. Conklin (MO) USN, dtd 27 apr 48) 


eueceseeee FE, "Following the last war, demobi)$xetjon was much too rapid, 
as I believe everyone can see, *eSeeeee — ) i 
Tm. Pe Colonel, HC 
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TRUE COPY (Extract Ltr Bascom Le Wilson, Colonel, MC, Air Force, 21 April. 1948) 


wuH Reference par 3(e) "Redeployment and demobilization of personnel,® I can only 
speak of demobilisation of persomel. During the rapid demobilisation of personnel 
following the recent hostilities, apparently no prior thought had been given to the 
retaining of sufficient Medical Department personnel as well as other necessary 
administrative persomel, to effect an orderly ami continuous demobilisation without 
undet and confusion, as was very apparent in demobilisation as accomplished. 
As it was, key personnel in the various Separation Centers were constantly being 
shifted from place to place, and had to be replaced by untrained personnel due 
to vacancies constantly being created by release of such personnelg This, of . 
course, created confusion and discontent in all concernedy Frequently, personnel 
due to be demobilized, were received at Separation Centers in such rs that it ws 
impossible to care for then, resulting in the necessity of putting large mmbers on 
Leave awaiting their turns Much difficulty and confusion in 

resulted, Medical and Dental officers, in particular, should have been ko 

in sufficient mmbers ‘and specialties for Separation Centers and retained in the 
Service until demobilization had reached such a point they could have been re- 
leased, This would have resulted in a muck more orderly and efficient procedure, 
and would have been in the interest of the individuals exmined and carded as . 
wellas in the interest of the Goverment, Individual records would have been 

‘more complete and of greater value to the Veterans Administration for future 
reference 9" tHe . Sens 
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aun cory EXTRACT (Letter from Captain M. J. Aston (MC), VEN 
Portsmouth, Virginia, dated 23 April 1948) 


eeeee 8(9) Redepleyment and demobilisation of personnel, 
Here is a category and field concerning which mug} has been said 


' and written. The serious burden and responsibilities that attended a 


rapid redeployment and demobilisation were shared by our medical corps. 
The war being over, it was quite understandable that many of those who 
came from civilian life leaving behind them established practices and 
homes were most anxious to return as soon as possible. Many of the 
members of our profession made notable sacrificies, yet all were honor- 
ed and privileged by the opportunity to serve their country. The sacri- 
fice of our thousands of American dead must always be remendered. 


‘18 was not always possible to redeploy the medical officer in a 
situation which most adequately met his personal desires yet in many 


' instances this was done and I think a good jod in the main was done by 


our people, Demodilisation activities were intense, and this haste 
resulted in certain disadvantages and difficulties. However, the rate 
of demobilization was determined largely by the wishes of our people. 
I think this process was well conducted despite the harsh criticia 
of some politicians and other interested parties," sesee | 
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TRUE COPY (Extracts fron Ltr Cols Harry Ge Arastrong, HC, 16 april 1948) 


obLlisetion « 


(2) 


(a) Lack of uniformity in program between various 
services and line branches. | 


(>) Retention of personnel who had dons a good job 
as essential. 


(c) Failure to establish definite policies relative 
to duty at undesirable stations, 


Remedies: 
(a) Operation of redeployment bases on plans used by 
other servives. 


(>) Giving weight to age in demobilisation plans, 


(c) Establish procedure relative to continental and 
overseas service for all persomel anil stick to ite” 
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TRUK COPY (Extract from Ltr Alfred W, Eyer, Caatate (uc), USN, 17 April 1948) 


aun" (e) Redeployment and demobilisation of persomel. 


“With the experiences of the past war freshly impressed upon 
the medical service consciousness, every effort should be made on Bureau 
levels to plan against a recurrence of the confusion and disorganisation 
‘attendant at that tine. 


"Plaming should Include: 


~ Indoctrination of potential inductees iatrting the respon~ 
sibilities and probable employment required during initial mobilization. 


®4 full umerstanding based upon enunciation of Depaftmental 
and Bureau policies that demobilisation of medical personnel will be 
_ affected in graduated stages and occur during and subsequent to general 
service personnel demobilisation. In other words, do not lock the door 
(medical processing and record preparation) when the 
expect to get equipment and animals out im a reasonably efficient and accurate 
manners 


dee | haeindes a cs 
impossible situation. However, it is believed that indoctrination of the 
public through well controlled oes eo 
greatly the urgency of such demands.® swe 
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EXTRACT COPY OF PERTINENT MATFRIAL CONTAINFD IN AIR FORCE MIDICAL DEPARTMENT 
HISTORICAL RECORDS OF WORLD WAR II. (Ltr. 31 July 1943 fr Col. M. C. Grow 
Surgeon Sth AF, to Brig. Gen. Grant TAS) 


ett "A plan which might be put inte effect to give the deserving 
officers a chance to get ahead would be to have some rotation policy worked 
out whereby outstanding rroup surgeons and squadron surgeons could be re- 
turned to the Zone of the Interior to head a wing or another group. It 
appears that these men with six to twelve months foreign service under their 
belt would make good officers to organize another cutfit destined for this 
er another theater," «#re+ 


(51 Av. Sq. - MTO: Personnel) 


seeet "At present the biggest factor in any such problem has been the 
lack of prorised rotation. The scuadron has been overseas twenty-six months. 
Over ten months ago two men a month were selected for rotation and with the 
submission of their names they became frozen in grade. Occasionally orders 
would come in for rotation of men but with no sequence of transmittal whate 
soever, Subsequently the men became somewhat skeptical and corparing the 
advantages of having their names sent in for rotation or refusing it and 
not being frozen for promotion, chose the latter. The plan to afford key 
personnel a thirty-day furlough in the United States was well received by 
oe es Cena ee 
personel have tecoms doubtful.” swae _ ie 
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TRUE RATHACT COFY OF MEDICAL SU PORT OF THE USAAF 19 Tid SUROPZAN TREAT OF OP Rie 
ATIGNS, HISTORIGAL SEC"IOR — APTAS. 


eeeccecs B. “fhe ratio for the Air Force at that tice was 1 dental officer te 1,300 
wen with the expectation that it would grow increasingly worse because the t/0 did 
mot provides for a sufficient nwaber of dentists. It wae estisated that a tetal of 
176 dentists over and above those allowed on the existing 1/0 would be required to 
wring the ratice uw to i to 850. The dental eituation was probably causing the ted- 
ical Department “sore compra" than any other problem during midewomer 1943. The 
éuties inpesed upon the dental officers in the UK were observed to be “particularly® 
heavy in Octeder of that year. None of the 98 dental officers sad 98 dental aesiet- 
ante who, sctording te WD Flew Chart for AAP, B%O, dated @ Hovember 1943, were 
scheduled to be shipped to the ee 
& etudy Gased upon provisiens of the War Departucat Flew Ghart reveeled there was 
& shortage of 207 dental officers and 157 dental eplisted wen in the Kighth and 
ee ee eee te 


Retation of Medicel Officer Personnel, Dissppointuent over tank and pre~ 
motions was net the only canse of the lamentable state of morale among Air Force 
medical efficers, They were conscious of the cbvious diserinination practiced a- 
geinst thes in the matter of rotation te the fene of Interior. The conditions 
under which the eudgeons worked, “including particulariy the faebility te de much 
weal medical study and practioa,* predured atates of discouragencat, depressica 
and frustration that led to *understendable attitedes of indifference end some 
less ef effisiency.*. After twenty-four to thirty months overseas aedical and 
dental officers yould invariably go& in a rat, leee interest, and ouffer a éecline 
in efficiency. 


Betape through retation tc thé Sone of Interior was a universal aspira- 
tion of medical officers ia 1944. I% was so strong anéd wideepresd that the First 
Bombardinzent Division requected “That authoritative infermation on the planning fer 
vetation and professional oppertmmities be Aisseniuated mere fluidly to the med 


revided @urgeons, particularly 
those in the Tactical waite and the Gentrel Hedicel Establicheent, could be easily 
retated when such a ceures was deomed useful. At this tine there were many ned- 
Seal officers in the states anxious te fill the places o se onpodigenalieyg restr 
many months overseas. An cuvhenge, it wee said, would be te the best interest of 
the flight surgeons and fepreve the carve of the flier. Two sonthes later, be 
Genceiek ca ex Conta Gece” of Ai tvaeehty units tnd Qa ce 
fon of rotation of Medical Departsest cfficars. Ye sald there had been se “legale 
ised vetation® in the theater singe ite ineeption. Kediecal officers seuld enly 
be sent back te the ctates for training et the Schooi of Aviation Hediciae, on 
ascount of ilimecs through the hospital or by what might be termed *“shight of hand,* 
On the other hand, combat aircrew personnel due te liesses and comiletion of tours 
ef duty had changed four or five tices ot some ctationse during approxivetely three 
years of war. Sengt: of service oversens, not the shortage or availability ef 
sedicel was, it appears the principal facter in determining the policy 
of rotation or deployacnt at the cessation of wrsiiaeara te in Burope, cessesee 


(reer) “PREP 


HH Redeploynent and damobilization of persormels" : 


| rom taation of pesialy qualified dice paren wis to sap Sa 7 
the last war, =ffortes to balance demobilisation so as to retain 

specialists to maintain proper medical care and treatment were only partially 
suscessful 


So far as I know, redeployment was fairly satisfactorily handled. I know 
disapveared pretty rapidly after the defeat of the daps, 


A great many of our medical icssintanerms hades Wo ork their work 
‘tn etvil Lifes We can't blame them for bs aig las Pany dul ny A ean 
dry as far as that consultagtion service went in many instances. 


Regarding the sub "Medical Department Organisations fronthe standpoint of | 
personel, equipment, training, and mission or tactical employment." 


: "How can we prevent plysical exanining boards from teoaing disgruntled 
during the demobilisation period?* . 


_ E don't think it can be avoided entirely. I think careful consideration 
g@hould be given of personnel that would be assigned to these Boards. Those 

who are more worthy should be released . eae aN ee Se 
to havée There is no solutio to thate : aes 


a "Should the spoe dk Aeandcd ley Higher wlate in 0 dembiltieadion be 
by the medical department with its consequent poor results in the final type 
examinations? Should we ingist on more time and a nore thorough physical 
examination to prevent unjust claims?" 


There should be time enough for thorough physical exaninstionse It would 
Mie There would 


still be planty of thm. 
REGGARER 
“Colony Mo 
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TRUE EXTRACT COPE, (Extracts of statements made by Colonel Thomas J, 
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Employment of Vilitery 
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Hartford, MC, USA on 23 April 48 at interview 


with Subcommittee on the 
Hedical Resources) 


RESTRICTED] 


SBUE COPY EXTRAQT (letter from Ceptein W, D, Small, (MC), v. $. Navy 
dated 5 Nay 1948) 


\ 


eosee "5. Redenloyment and demobilisation as managed in World War 11 
left much room for improvement. It is sy opinion that demobilisation 
was conducted mainly by hysterical and political expediency without 

mach consideration for the welfare of those requiring medical treetment 
and resulted in premature disorganization ef major medical installations. 
It took us nearly two years to recover in our Naval Hospitals from the 
effects of this hasty demobilizations. To avoid a repetition will re- 
quire . . 


(a). A careful and effectual mass education of the citizenry. 
(>). A firm stand by the Congress te resist pressure for too 


rapid dexebili,ation. The Armed Forees alone cannot accomplish an 


orderly exodus of personnel without full becking from the highest 
m thority, "*see8 


~ 


REC i 2% 
Li 


L. K, Pohl, Colonel, HC 


.- = 
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TRUS EXTRACT Cory OF MEDICAL SUPPORT OF THE USAAF IU THE MEDITERHAREAR THSATER 
HISTORECAL SECTION -aPTasS 


@eereso¢ ¥, “The shortage of sedical officers, which at times had ereated a 


_ eerious protlem, was entirely overcome by January 1945, Indeed at tines there 


wae e survlus, especially ia the field grades - a situation occasioned pria- 
arily by reducing the rank ef the surgeon from aajor to captain under new 
tables of organizstion for several units and by tae influx of replacements in 
the field grades from the Zone of the Interior. Replacesents of medidal en- 
listed men continued to be meager; however, owing to the policy of distribdut- 
ing enlisted sen among the unit medical sections on the Basis of the minimus 


nusber for operational efficiency, little inconvenience was experienced. 


A further deterrent to promotion of medical officers and enlisted 
men in the theater was the policy of askiag repleceacnte in rank or grade both 
from the Zone of the Interior and within the theater, fThie practice, especially 


that of sending officer replaecexents in field to theater, was the subject 
ef strong protest by the Surgeon, Fifteenth a ca : 


Seesceee ¥itin order te spread the combat duties evenly, vrovieiens should be 
mado 80 that dental officers are returned to the sone of interior for daty 

after a reasonable amount of service in cumbat areus, Phey should be replaced 
By thoce who have not had combat duty. It is beliewed thet one year of combat 


duty before rotation is rensounble, "#e+reces 
| | Me Aeoronen, vo 
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TRUE EXTRACT COPY OF INTERVIEW WITH COL MARY G. PHILLIPS, ANC, 27 Apr 48. 


seeececes 2. * The method of demovilization adversely affected the operation of 
eur Corps. Rather than being allowed to demobilize according to the desires of 
the nurse officers which would have allowed those desiring to be separated to _ 
be separated from the service, with retention of those who wanted further Ary 
service. We, af course, hsd to demobilize according to the point system as vas 
set up for the entire Army; tut I think that, had we been allowed to do it the 
other way, many of our problems that we are having to meet right now wouldn't 
exist. Many of our people were forced cut because of the point aystem. Some of 
them have become settled in civilian positions, and they are not interested in 
coming back to us in an organization which is again going to ferce them out as 
our needs are decreased, 


We felt, too, that the establishment of a counseling service at demo- 
diligzetion centers for women's professional groups might, in the future, be a 
forward step to maintaining good personnel relations because many of the nurses 
who did get out felt they were forced out, and then they felt there was nobody 
there to give them any assistance or advice in nursing matters. They had been 
eut of the country for some tine, and they felt they were away from the nursing 
situation. 


BRIGADIER GENSRAL MARTIN: Do you favor reasonable rotation for nurses 
during war between theaters of operation and the sone of interior? 
= COLONZL PHILLIPS: I do if 4% can be arranged. I think it's a mistake 
to keep people overseas, particularly in isolated areas or where living ané work- 
ing conditions are difficult, too long a time, but I don't know what we would 
have done or how we could have arranged it during -his last Gar with the trans- 
portetion problem in the areas we had te cover. I hink some of the complaints 
that we first received frem people wanting rotation could have been taken care of 
had we been able to orient all our peeple before as to what they could exect ; 
fin the way of service and the needs of the service. It was interesting, after we 
did set up retation policies, | that many of them that we thought wanted to get home 
20 badly found out they weren't so anxious to leave, *#4sese0s 


RESTRICTED| oe 


(e) 


IRESTRICTED 


FXTRACT OF STATENTNTS MADE BY COLONEL OSCAR S, REFDER, MC, USA, ON 15 APRIL 1948 
AT INTFRVIEW WITH SUBCOMMITTEE ON THE EMPLOYMENT OF MILITARY MEDICAL RESOURCES. 


aeune *(F) 1, I believe the lack of transportation was one of the key blocks 
in implementing the plans. Another facter was that a certain number had to 
remain in the theatre to teke care of sick and wounded still there. Another 
had to stay for occupation troeps. It was in the selection of the personnel 
that a lot of the trouble came. In FTO apparently the medical administrative 
officer had a ict to do with the selection. It didn't de the good name of 

the Medical Department any good. 


"2, I think one solution would be to assign a dector to the Board for 
a limited period of time, say, 45 days or 60 at the most. 


"3. I believe it was, I think the importent part of it was the overseas 
service which meant separation from families, etc. The cnes over longest 
should have come back first. 


*4. I don't see where it makes any big difference because they can 
apply to the Veterans Administration anyway. Make it as fast as they want. 


*5, From where I sat I couldn't tell. I felt the Surgeon General's 
office had its way pretty much. 


"6. Answered above. Also, remember the clamor in Ground Forces Units. 
They were kept on a training status for quite a long time. I don't know how 
that can be avoided. Public opinion eliminated all those units." *#ie 


L. K. Ze. Colonel, WC||)SOCOS~*# 
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TRUE COPY EXTRACT (Letter, Captain H. D. Templeton, MC, USN 
dated 23 April 1948) 


“fhe sudden cessation of hostilities was followed by a general 
lowering of the morale of all troops, especially those in the for- 
ward areas, and it does seem entirely feasible that a quick evaluse 
tion of the situation in light of the personnel required to garrison 
eccupied areas should have been made. Those whose services were 
not urgently required should have been demobilized as quickly as 
possible. Much unrest and 11] will was engendered when certain 
professionally qualified personnel were retained while others 
were separated. It is believed that the point system was quite 
effective, but the preference shown thoge who were not urgently 
required in the separation proceedings, caused much unrest among 
those who were retained for a longer period of time, Had the flow 
of separation been made slower, the burden of this duty could have 

_ been aceomplished more expeditiously and more thoroughly." #1" 
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TRUE COPY EXTRACT (Letter, Colonel 0. F. WeIlnay, MC, Air Fores 
dated 20 April 1948) 


aeune @@, Redeployment and demobilisation of prefessienal personnel 
should be handled as expeditiously as possible in order te obviate un- 
euploynent of medical talent. Whenever it is discovered that there is 
an excess of professional personnel in any Theater of Oper<tions or 
within the Zone of Interior and whenever redeployment of this 
is not essential, such personnel should be returned to their civilian 
communities and the overall policy of demobilisation should be ‘first 
in, first out'. It might become necessary, should the military situme- 
tion change, to recall this persormel, tut it would be far better to 
permit them to return to a commmity in which their professional sere 
vices were required than to waste their professional talent,” ##t#+ 
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TRUE COPY ECTRACT (Letter, Rear Admiral C.3, Camarer (HC), UsSeNe, 
Retired dated 22 April 1918) 


auew"(@) By allmans this should be secomlished GRADUALLY and ONLY 
when their 


eocential parscnne] UNTIL THIY CAN SE CONVINIGHTLY SPARKD BY TSI2 SERVIGES,* 
eee ; 
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TRUE COPY EXTRACT (Letter, Captain C. D. Middlestadt, (MC) USN 
dated 17 April 1948) 


ern “Referring to paragraph 3(e), there is need of better 
cooperation in demobilization of personnel connected with Fleet 
Hospitals. At Fleet Hospital #114, there was no regard or con- 
sideration given by certain line officers tothe needs of the 
sick and wounded. Personnel required for services such as elec- 


‘tricians were withdrawn and had to be taken over by hospital 


corpsmen who had no training, As a result the electrical service 


. and refers were out of order and the care of the sick and wounded 


imparalleled. The hospital finally had to clese for the want of 
necessary repairs, This was chiefly the fault of a bullheaded 
line officer in charge of assigning enlisted ratings. This 


' dndividual had no use for the medical corps." *#### 


bi 
L. K. Pohl, Colonel, MC 
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TRUE COPY EXTRACT (Letter, Captain F. C. Greaves (NC) USN 
dated 17 April 1948) 


senue §(9) The high morale among U. S. Havy medical persone] 
in the Mediterranean Theatre of Operations was a source of satisfaction. 
It is believed that one of the principal reasons for this favorable at- 
titude was the early establishment of a policy of deployment. Medical 
Department persomme] coming into the Theatre for assignment were in- 
formed that they would be returned to the United States at the end of 
18 months and the policy was carried cut, except in individuals who 
requested extensions. It is believed that a similar policy of fixed 
tours of duty for all medical department personnel in any future war, 
provided of course that the exigencies of the situation will perxit, 
will make the duty seem less arduous and will permit a certain amount 
of family plamning which all normal individuals appreciate." *#*##+ 


Le Ke. Pehl, Colonel, MC 


aa 
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SRURCORL EXTRACT (Letter, Captain 0, By } Irey MO, WEE 
+ Nated agen 38a) 


_aanmeee 9, Redeploymnt and demobilisation of personnel. 


% 
8 


base hospdtals, This period de a busy tine 


assigned to or 
‘these hospitals and they need extra help to cave for the easualtios, 


and the individual medical officer finds stimilating professional 
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‘TAUELQUET EXT1AOT (Letter from Colonel Robert K. Simpeon, USA (Ret..) 
Gated 1 May 1948) 


esese *(@) Redeployment and demobilisation of personnel. Wo comment 
other than apparently the "point" systen appears to de satisfactory, 
More effort, probably, should be exerted to persuade exceptionally 
capable young officers to consider permanent ecmmission in the Armed 
Forces ac & eareer," seees 
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RUA OGFT_EXxRACT (uatter from Dr. Ya. 0. Henninger, Topeka, Kansas, 
dated 22 April 1948) 


ecese *(e) Redeployment and demobilization of personnel-- From a mental 
health stentpoint ve vere confronted repestedly with the fact that men 
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TRUE COPY SxTRACT (Letter, Captain Lanett 2, Hightower (uC), U. 5, Navy 
dated 21 Ajril 19h8) 


aexee "(@) All excess wodical personnel shovli be resoved fran caabat 
and auxiliary vessela within a few weeks after cessation of hostilities 
and assigned to hospitals, ager sgh, Pom effort should be made te 

- assign the above pergomel to duties as cetareen operations, where 
practicable,” wise 
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FRUR Oui okPKiOT OF INP VIG: WIPH COLOTLTL VIAGIL ~uiNELL, MC, USA, 30 April 1948 


Seeeoeeee OY, "Certain specialists suffered in this respect more than the general 
run of sedical officers that vere redeployed to another theater after tvo or three 
years overseas. fhere were doubtiers others in he ZI with excellent general hos 
pital training who could have been replaced by these men. Do not demobilise these 
home units and redeploy overseas units. Use tne ZI units as replafesents,. 


I know there are many rambling ideas on that, , but you hear that brought 
up so often, and there are concrete examples and I chan t try te empand on it. 
That's just the gonsral idea tht many people have, I am sure, eseeeses 


TRUE COPY EXTRACT OF INTERVIEW WITH HEAR ADMIRAL MORTOR D. WILISUTTS, (eC) USE. 
4 May 1948, 


eoeseveseeZ, "The next item ics r@deployment end demo¥lizeation of personnel. 
Agood deal of complaint was made by individwal officers, particu’ «rly during 
the demodili:ction period. Do you have any comcent about dem  iisation officers? 


RGAR ADMIRAL WILLCUTTS: I think we have seen nothing compared to what 
we ere going to see next time. It is going to be total war. In the old days, 
in the Bpanish-American Wer demobilizatiis was easy. The war was over and we went 
back home. In World War ] we had our problems. I well remesber how everything 
and everybody was irked and itching to get back home. I came back from FPrence 
hoping to go home right away. I eouldn’t for I wae held uo someplace, Guentice, 
for 60 te 99 day 8. 


We zust have an orderly demobilieation progrem, iIn World War II we 
tried to get it. Coming to: thie next. war, fais total war, we will have mase 
destruction. We know we will. We just ean ¢ have a war without scooting these 
wespous off thet are so efficient. frum they said that you had chemical warfare 
and didn't employ it to any great extent. 1 don't believe we can be able to control 
this bomb to thet extent, ~ maybe not the atomic bomb but these other bombs which 
they say are just es efficient, or almost so, as the atomic bomb. If we have these 
ecided misciles yuu will definitely have mass destruction of tawns and cities, just 
like they had in Japan, 


As to demobilisation, we will te all one American tebity, and the meds 
will be such that I definitely believe that it will anewer itself. ‘he probheme 


will have to be scolded at that time, There is nothing in war today that gives us 


a pattern es to what is going to come the next time. 1 think it is going to take 
open mindedness, The needs of phen Defense as well as our Services will be bale 
anced off at the moment, 


It is just too ‘terrible. I have gone Queker, My dad was a Quaker, 
and I understand hat, te 


REAR ADMIRAL ANDERSON; Are there any questions on this Poupite (none) 


es 
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RUB COPY EXTRACT (from address of Major General Albert W. Kenner, MC, USA, 
13 May 1948) 


MAJOR GENERAL KENNER; ***** "Going to redeployment and demobilisation 
of personnel, it should be in consonance with that of the troops, with 
retention and rotation of key personnel accomplished by surplus declara- 
tions as requirements indicate. 


In our last redeployment we suffered an almost complete disintegra- 
tion of the medical services. The personal equation -- the personal desires 
were paramount, to the detriment of the obligation of the medical offider te 
the Army. We were hard put to maintain any semblance of a medical service. 
On the one hand the Reserve Officers were counting their points and wanting 
out; and on the other hand, in ay theatre, the surgeon general was calling 
by name for the remaining Regular medical officers who were key men and all 
that I had to rum the medical service with. And I believe, therefore, that 
the major requirement, which is military, should determine when any medical 
officer may be separated. That again places the authority for that withia 
the province of the senior surgeon, which he accomplishes by stating that 
doctor so and so is surplus within this theatre. In that way he can keep 
his hands on a doctor. 


We had unite we deployed and every doctor going back, some of whom 
did not meet separation criteria, And they were held on duty in the 2] 
watil they did meet the separation criteria. We were denied their services 
during that period. They got aboard beats due to administrative errors and 
complications, without the knewledge of the surgeon. And the surgeon would 
find that instead of having se ag doctors 200 had gone without his knew- 
ledge. 


BRIGADIER GHWERAL MARTIN: De you consider it feasible to write inte 
plans for the future, in thé event that the ASTP and V-12 programs are to 
be continued in future emergencies, = provision that a specified term of 
service will be required upon the completion of their interneship? 


MAJOR GENERAL KENNER: I believe that the ASH Medical Officer has 
a distinct obligation to serve in the military services for a peried not 
in excess of five years, as may be determined in conformity with militery 
requirements. I believe, in view of the fact that he was exempted from 
the draft while his contemporaries were being drafted to be shot at, that 
he should be available for whatever assignment may be indicated, “eeeeeee 


eee 
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Delf. Medical Department organisations fom the standpoint of personnel, 


@quipment, training, and mission or tactical requirements, 


I. BISCUSSION 


1. Review of the comments on this subject received by the Sub- 
Committee indicate that in the owpr-all there is little basis for controe 
versy regarding the effectiveness of Medical Department organisations in 
Garrying out the mission of the medical services during World War II. ‘the 
numerous medical units represented caréful thinking, planning and execution, 
There were no fundamental or basic faults in the types of these organisa- 
tions, in their personnel, equipment or training. Changes to adopt such 
organizations to demands of their operational activities progressed more 
efficiently and expeditiously ae experience was gained during the progress 
of the war. There were, however, many instances which ahouvld come under 
@onstrustive criticism and should be taken into account in current planning. 


2. There has beon much criticiam that Medical Department organiza- . 
tions were often overstaffed with medical personnel during World War II. 
Thie oriticiem is based on the fact that many medical officers spent con~ 
siderable periods of time in idleness and that medical officers were fre- 
quently employed in non-professional duties. 


3 Many Medical Department organisations were assembled in the 
United Statee for long periods before they were actively employed. Many 
doctors were idle at staging pointe in the United Statee and overseas pend= 
ing shipment of their organisations to areae of operation, These delays. 
were caused by temporary postponement of or changes in contemplated opere 
ations. Medical units were often shipped overseas long in advance of the 
expected time of their employment. Because of the shipping shortage theater 
surgeons could not otherwise be assured that these units would arrive when 
aecded, These difficulties could have been obviated, in part at least, 
by a more adequate liaison between the offices of the Chiefs of the Medical 
Departments and planning agencies of the War and Navy Departzents, — 


4 Medical talent will again become a critical item in the event 
of another national emergency and should not be dissipated by requiring 
medical officers to perform numerous noneprofessional duties. A great 
saving in professional personnel could be accomplished by changes in Made 
ical Department organisations aimed at permitting medical officers to de- 
vote practically their entire effort in the prefessicnal care of patients. 
Properly qualified senior medal officers must be employed in certain ade 
ministrative positions sush as commanding officers and executive officers 
of hospitals and other medical units and as members of command staffs. With 
these and certain other exceptions, medical officers should be ralieved 
of all administrative responsibilities. These non-professional duties can 
be effectively performed by properly qualified medical service corpse 
officers and other non-mediak personnel. Freeing physicians and surgeons 
ef these duties would permit them to assuse responsibility for the care 
of many more patients and wuld result in a much more economical use of 
medical personnel resources, 


5. In the event ef another war the need fer conserving dental 
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ani nursing personnel will again become urgent. Their services should be 
restricted to vrofessional work. Medical Service Corns officers and none 
conimissioned officers should *e trained and employed in relieving dental 
officers of administrative and other non-professional duties. Members of 
the Women's Auxiliary Corps should be considered with a view to relieving 
graduste nurses of many duties they now perform. If given a short concen- 
trated course in practical nursing, these women could accomplish much of 
the administrative work of the nursing service, and assist the nurses in 
their professional duties. 


€. Greater flexibility in medical organizations would result 
in better aedical care and a saving in professional personnel. In the 
past, medical personnel have been assigned to organisations where there was 
little professional work for them to do on the grounds that their services 
must be avilable in case of some type of catastrophe, Tables of organisation 
should be studied with a veiw to adjustment of the number of medical officers 
on the basis of the professional work which the organisation usually and 
Poutinely will be called upon te perform. Provision should be made for 
the expansion or reduction of medical units by the theater or area surgeda 
as the situation may demand. Medical Department personnel pools employed 
at hospitals within the theater or area should be available to the respon- 
sible surgeon for assignzent to medical units where their services are 
needed, The more general employment of combat surgical and other special ty 
teams would contribute to better mediesl care with less uwastege of prof- 
e@essional personnel. 


7. In the Savy many doctors were employed as medical officers of 
mall ships where there was little professional work. These vessels lack 
facilities for the full utilisation of a medical officer's talent. In gene 
eral these ships operate in company with larger vessels where adequate 
medical facilities ars available. ‘The more general employment of hospital 
corpemen qualified for independent duty uhder the supervision of a medical 
officer on the squadron flagship would release many medics] officers for 
other assignments. 


8. Field medical equipment aupplied during World War II was in 
general well adapted for the purposes for which it was designed and served 
adequately in most organisations. However, there is ample room for improve- 
ment. Continued research and development are essential to correct defic- 
leneies experienced in the field and te keep abreast with tew materials 
and designe and with the contemlated tactical employment of trodps. 
Responsibility for the study and development of medical equipment for land 
warfare should rest with Surgeon General's office; for naval and amphibious 
operations, with the Bureau of Medicine and Surgery; for Air Force opera- 

. tions, with the Air Surgeon's office. Arrangement for coordin tion of this 
effort should be made, 


9. Wield medical equipment is too hervy and should be redesigned 
in the light of modern air and motor transportation. Improved housing 
of a light type should be developed for medical units i: the commrnication 
sone, Tentage is very little different from that employed during tne Civil 
War, Heating and lighting facilities for medical unite at advanced bases 
and in the field require further study ahd development. Special attention 
should be given to adapting medical equipment te atonic, bacterielogical 
and Arctic warfare. 


10, Provision showid ve made for the construction of suitable 
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buildings for Arny Rites. sent overseas after the tent stage of the 
Campaign is completed. ‘These hospitals frequently functioned in tents 
without floors long after headquarters personnel were living in prefebri- 
eated buildings. Wavy hospitals sent overseas were not designed to operate 
in tents and were unable to function during the several months required 
for the construction of buildings. These hospitals should all have tentage 
and be prepared to set up and operate immediately. Construction facilities 
for semi-permanent housing should be made available as early as possible 
for firnd krepitals in the cozmunication sone. Buildings supplied medical 
waite at advanced bases should conform in general type to those used _e 
out advanced base areas. 


ll. Hospital ships were not available in sufficient number during 
the early years of the war. Theres was one hospital ship only in the Pacific 
during the first dixteen months of the war, fTroeop transporte necessarily . 
employed for surface evacuation lacked adequate facilities for the care of 
Casualties during amphibious operations. There was not sufficient room 
space for examinations and operations, for the gare of officer patiente, 
convalescent patients and other special types of cases. Three specially 
designed hospital transports served wost satisfactorily ina the Pacific. 
Additional hospital ships dDecame available as the war progressed and by 

Yay day the number of such vessels was adequéte, — 


12. Greater attention shoyld be given te training in amphibiéus 
operations by the Army in conjunction with the Navy. Oasualty handling 
on the beaches and seaward should be given further study. The medical 
sections of teach and shore parties in the Pacific were aseembled from 
transports and from vaious units of the Marine Corpse. It is essential 
that the shore party medical section be organised and trained as a unit, 
Phe use of the LST (Hospital) off-shore for the care of non-transportabis 
wounded and as am agency for routing casuslty laden boats to the transporte 
proved the value of such a vessel in casualty evacuation, 


433. Savy Organisations and Army and Air Fores, as well, charged 
- with the responsibility of preventive medicine in overseas areas were 
handicapped by the lack of sanitary companies under the sontrel of the 
Medical Department. Malaria eontrol and epidemiclogical unites relied 

' gm sanitary sections of construction battalions to carry out recommended 
measures for the prevention @f insect-borne disease, ‘igher pricrity 

fey the exployment of engineer perzonnel in the construction of bases, 
ports, air atrips, reads, atc, led to failure to carry out measures which 
would have prevented thousands wf sick days among the treops, The solution 
ef this problem rests in the ergatization of sanitary companies under ned- 
 $¢al control. whose primary function would be the work necessary for epidenic 
Gisease control. 


14. Air Force organisations during World War 11 constfted 
essentially of the following: (a) Air Group aad Squadron intrinsic Med- 
eal personnel and equipment. These were present in Headquarters, conbat, 
service, and air depet groups. The s« , aAjustmentgbetween such unites 
and frequent necessity for advance air echelon and rear surface echelon 


movements resulted in varied requirements so that at times personnel 
and equipment were more + adequate and thea later with eomplete grow 
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dispersal by Squadron, the coverage available wes scarcely sufficient. 

(>) Approximately and not less than 20-25% of all Air Force troops in 
any theater were preeent as ezall units without attached medical per 
sonnel and supposedly to be covered by other Air Force units or Ground 
Force units having Medical Department service. Such did not obtain con- 
etantly, and the problem was of such degree that the Air Foree Aviation 
Medical Dispensaries were evolved of Reduced Strength and Full Strength 
types. Their extreme usefulness and service value were proven repeatedly 
and provision should be made te continue their existence in event of an- 
other emergency. (c)} The Central Medical Establishment as developed 

for many Major Air Forces was an essential structure, the provision of 
which insured adequate handling of those problems peculiar to flying and 
including: Air-Sea Rescue, flying equipsent indectrination, physiological 
and paychological problems peculiar to flying, medical requirexents of 
flying evaluation boards, studies of special aero-medical equipment and 
rest camp supervision from Medical aspects, The Central Medical Sstablish- 
ment in proportionate strength as required by the size of the Air Force 
Command should be considered a unit evolving from World War Ii which has 
deen tested and proven invaluable, They should be provided for in future 
Air Force planning T/0's and B's. (a) The Field Hospital (Army) was most 
adaptable to the needs of Air Force hospitalisation in the immediate vicinity 
of less permanent and somewhat concentrated Air Fields. In soncentrated 
areas the Station Hospital (Army) beth 250 and 500 bed, were successfully 
operated by. Air Force Commands. The movement ty air of personnel and equip- 
ment for 100 to 200 bed mit hospitals to cover large bomber bases in iso~ 
lated areas from Army and Communiextion Zone operational astivities was 
not infrequent. ‘The development of equipment therefor so as to facilitate 
air movement should receive adequate planning, consideration and action, 
(e) The Medical Supply Platoon (Avn) wae a most useful unit adaptadie te 
Air Depot Group and Service Genter operation for Air Ferce units on one 
hand and to independent area Air Force Medical supply distribution on the 
other, Inexperienced and ill-advised individuals observing such install~ 
ations in the vicinity of main army or base section despots undoubtedly 
considered such activity and speak of it now as unnecessary duplication. 
Such was not the case! The main depot requisitioning, receiving, storing 
and forwarding medical supplies from the sone of the interior could in 

no way provide the medical supply distributing service required for dis 
pensed and multiple Air Force units. The effective liaieon in use of 

air transportation for critical medical supply items te Army, Navy and 
Air Force echelons was provided with consequent avoidance of loss of many 
medical supplies, prompt air shipment te proper unit destination and 

with almost complete discontinuation of earlier practices in which Air 
Force unit Surgeons in particular, had to and di: utilise combat sireraft 
and critical gasoline to return to base depot areas for replenishuent of 
exhausted critical medical supplies. Air Force medical supply platoons 
(aviation) were most adaptable to usage ty expansion for main depet oper- 
ation when Medical Sapply Devot units (Army) vere unavailable for that pum 
pose, Fell utilization of Medisal Supply Platoons (Ava) by Air Force 
agencies was not alivwed in all instances in Yorld War II. Their reten- 
tio and eenversicn for eervise t> ochsr treops as eccurred in many ia- 
stances is condemned and should not be countenanced without fruifilinaent 
of the Air Force Medical supply needs as soneurred with by the Air Surgeon 
concerned, except in most serious emergency relative to Theater Medical 
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(f) Other Air Force Medical Department organizations which were utilized 

to fill particular needs were the portable surgical hospital for AirForces; 
the Veterinary Platoon (Avn); Central Deatal Unit and Dental Operating De- 
tachment (Hobile); Medical Sections fer Aircraft Bepair Unite Floating and 
Aircraft Maintenance Units Floating. Other Army unite utilized successfully 
by the Air Forces in World War IJ under Air Force administration and oper- 
ational control included the Malaria survey and contre] unite and General 
Hospital (1000 bed unit). 


15. It has been ascertained that Air F.orce Medical organisations 
are now undergoing sareful scrutiny and proposed revision for anticipated 
future needs. It is believed the experiences occasioned by World War II 
will be invaluable for such determinations and the requirements deemed 
necessary should receive fullest support for authorisation in view of the 
present international situation and the extreme liklihood that in the event 
ef a sudden war, Air Force participation will be required initially prior 
to the-pessibility of movement or involvement of any significantly large 
bodies of troops or seagoing vessele other than aircraft carriers, subsarines 
and majer fleet battle units. 


16. In view of the emphasis sow being placed on the provision 
of Air transcportability for Ground Ferce unite, the redesigning ef all 
equinment ef combat medical units that will be necessary to support eper- 
ations of that type is indicated. 


' 29, The communications Between medical field units and the 
Ohief Surgeons Headqesrters in large fores was inadequate and faulty 
during Werld War II. It varied at times from standard wire eysten to 
the use of pigeons.. Much confusion and needless effort resulted. The 
British mcdieal units of comparable nature are equipped with radic systems 
of inter-communiecstion. It is believed that the efficiency of all field 
Army medical installations would be ony impreved if our units were 
86 Oqucppe. 


1. That Medical Department waits require continual study and 
modification to meet current operational demands of troepese for which they 
render combat suppert, and the experiences of Werld War II should be util- 
ised fully to avoid future errore such as overstaffing, understaffing, in- 
adequate training, and premature staging ever long periods, with full 
complements prior te shipment. 


’ Phat staffing of Medical Bevartment unite at all times should 
be such Ig te utilise only these prefegsicnal personnel on professional 
Guties to the greatest possible extent and as are absolutely required for 
the preseat or immediaté mission or projected ian tical requirement ef such 


3. That mach flexibility in persennel and equipment for all 
medical units is a must requirement and should be allewed and provided 
‘practically at all times when deemed necessary by Ghief Ferce, Command 
and lecal Surgeons concerned, 
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4. That manning of Medical Department units must contemplate 
inereased utilization of responsible and adecuately trained MSC officers 
and enlisted personnel so that professional use 2t all times of deetors, 
dentists, nurses, etc., may be more attainable. 


5. That redesign of unite and orgsnizational medical equipment 
should consider its adaptability for air lift. Further, that this be 
subjected to coordinated and joint effort. 


6. That housing facilities, of a temporary nature for dispen- 
saries and hospita.s as were provid«d in World War II were unsuitable 
and should receive joint coordinated intensive study and revision of 
design, construction material and for the provision of adequaie utilities 
and maintenance, 


7. That new units developed during World War II and of proven 
great value, should be used as basic planning models for units and organ- 
isations now under study for utilisation by the Army, Navy and Air Force 
and that the Force cencerned should be allowed every possible opportunity 
and be extended all cooperative assistanee for determination of specific 
needs of each of the three Armed forces. 


8 That Medical Department units subject te mutual or similar 
use by each Armed Force concerned, be organised, equipped and considered 
for standardisation in every possible feature. 


9. That there is need for improving communications between largs 
field medical units in war. 


That the use of radic would solve many of the difficulties 
encountered in this field during past wars. 


TIT, RECOMMENDATIONS 


1. That each Armed Force planning agency for the Medical 
suppert thereof extended coordinated and joint effort to erfeet the 
following: 


a. Designation of Medical units necessary for inmediate 
suppert of their Combat and Service troops in the ZI and in 
Theaters of Operation. 


Dd. Determination of units and organigzations with their 
structure, which may be standardized and subjected to mutual 


interchangeable usage. 


@. That Army, Navy and Air Force approval and necessary 
allotment for medical units and organisations peculiar to the 
needs thereof bg insured during peace in preparation for war. 


2. That necessary. appropriations be procured to insure the 
developuent and earliest peasibdle procurement in event of war of standard 
eqaipment for Medical Department use, most suitable for air lift. That 


‘|RESTRICTED) s50 


ne Cn ee ee ee ee, OS ee ee Se ee Ta eT ee ee ee ee 


RESTRICTED| 


the agencies now involved in such work be provided most able and exper 
fenced personnel. That coordinated joint efferte in that direction be 
stimulated to the utmost by each of the Medical Departments. That the 
Air Force facilities, their previéus experience and cooperation in effort 
should be utilised to the maximus by Nedical representatives. 


3 That tentage, construction features of Medi¢gal installations ' 
utilities and their maintenance, receive intensive study and effort to 
prevent deficiencies as occurred in eonnection therewith during World War II. 


4. That suitadle radio equipment and personnel be added te the 


fables of Organisation and equipment of all field medical units which 
normally operate in the Army Service area. 
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 SRUR COPY EXTRACT (Letter, Colonel Earl Maxwell, MC, ‘Air Force 
dated 19 a 1928) 


xnene ©5, The main fault found with Army hespitaln sent everseas 
was that provisions were not made for construction of suitable buildings 
after the tent stage of the campaign was cover, Without these provisions 
hespiteals were still functioning in tents without fleers long after head- 
quarters persomme] were living in adequate prefabricated buildings, On 
Ckinewa this was particularly true of Army hospitals while Havy hospitals 
had excellent construction befere they were cceupied. In ny opinion 
hospitals should all have tentage and be prepared to go in and set up 
. immediately in their tentage, but have construction facilities available 
in order that suitable buildings might be constructed as secon as possible. 
In Ceinawa, ee a 
tentage immediately and fimetion very well whereas the Navy hospitals 
were not set up to function within several months, indicating that there 
was something deficient in the Navy setup as well as in the Aruy setup, 


"6, 5s Tamara 2 gherpae det lige paplate yon stromata tagrcun 
ro Ertan paegy—arginorr fe grams These were weefully lacking in 
hospitals. The medical officers could train corpse men satisfac- 
Soriy om the. jb int Shey eould ot train te aboy-nentiondy Wor7 Bowe 


° 


7. oo uiimd wo able les Aiea iar seco sun pearacton aad 
necessitated placing Navy persommnel in Army hospitals and Army 
Se Save enti tala a codes thad SIGE eel Weeeted Asoarde aight ba balk 
properly. These records, of course, should be standardised so that 
SOS TIAENLES CUOME Moke phage: 50. yeti. 1 ene Deeps et ae te ne Ore 
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TRUE COPY (Extract Ltr MC Stayer, Major General, Ue 5S. Amy, rated, 19 Apr 48) 


WHHL) Medical Departzent organisations from the standpoint of wise 
@quipment, training, and mission or tactical requiresente ts 


In my experience, I saw not only the Allied Forces, but 
much ear the enemey Medical Department organisations. I 
believe our personnel, equipment, and-training were of 
the highes nape if we continue our present high stend- 


ards, we wi. Senin ve the laading Medigal Departed of 
| the world.* VAL) rR . 
hc? bat 
Colonel, MC 


TRUE EXTRACT COPY. (Ltr Colonel Robert P, Williams, MC, Surgeon, 16 Apr 1948) 


anuen ©(f) Medical Department organisations from the standpoint of per- 
sonnel, equipment, training, and nission or tactical requirement. Ali 
Medical Departzent organizations to be staffed with minimum mumber of Ned- | 
ical Derps Officers. But it must be recognised thet sone efministrative 
er executive experience is necessary setere e fttse 2 cen be assigned to 
command positions.” ssa» - homgl) A Nhe i’ 
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RHUBGOPY EXTRACT (Letter from Colonel Robert E. Simpson, USA (Ret.) 
dated 1 May 1948) 


eeeee (f) Nedical Department organisations from the standpoint of personnel, 
equipment, training, and miesion or tactical requirement. This covers a 
multitude of problems that will change from day te day. It is suggested, 
however, that organizations be made as flexible as practicable, capable 

of being epanded, or reduced, as cecasion may demand, and not rigidly bound 
to “Tables of Organization’, etc. Training in the transportation of personnel 
- and equipment by alr may be stressed —- equipment for the field may be des 
signed or selected that may be airborne easily. There were many sericus 
errors in the design and construction of temporary hoepitals in the Zone 

of Interior during the recent conflict, For example, the plans for hospital 
Wuildings at a Gunnery School at Harlingen, Texas, would have been suitable 
for such an installation in northern Maine, This lecation is almost in the 
tropics, yet an enormous heating plant wae installed including a reserve 
doiler. A few gas steam radiators in each building would have been adequate. 
According to the original plane of the Surczeon General's Office for 180 ded, 
. temporary hospitals, there was plumbing, etc., for dental mite in the 
Administration building, the Infirmary building, the Plight Surgeons build. 
ing and, in many instances, in addition, a separate dental clinic building. 
The same was true as to E.E.8.4T, installation. Rooms were often toe small 
to accomodate the equipment provided for them. Changes vere not permitted 
during construction, regardless of how urgently indicated, but after con- 
pletion, partitions had to be removed etc., and many (and expensive) changes 
mads before the installation could be used satisfactorily. These coments : 
perhaps should be made sub. par. (1), "eaese 


Cal 


L. K. Pohl, Colonel, NC / 
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SRUB COPY EXTRAGE (Letter from Dr. Wm. 6. Menninger, teks. Kansas, 
dated 22 April 1946) 


eeece “(£) Phe medical department organisation from the standpoint of 
personnel, equipment, training and mission or tactical requirement .—— 
The Surgeon General ought to have full and complete charge over hie : 
medieal personnel regardless of the arm or service in which the individnal 
is placed. I makes no sense te have everyone elee control medical 
personnel except the Surgeon General and yet again and again thie seencd 
to happen. Commanders of tastical forces had te decide on what kind of 
equipment they could take and invariably the medical equipment suffered 
vecause there wae no one at o high level to speak for the medical 
ment. I know first hand of no facts but more than once. recall she widespread 
impression that the medical facilities available in certain campaigns were 
extremely inadequate and this was due to the bull—-headedness of somebody 
in charge whe would not accept the requirements for the medical department. 
Agnin this seemed to apply equally in the area ef equipment and supplies 
which were under various authorities and not eft to the management of the 
‘medical department. 2°00 


“Malisted personnel, &% seemed to me at Senet. if of marginal use- 
fulness because of physical, mental or for emotional handicaps were often 
ploughed off into the Medical Department. It seemed to me that we got 
all of the individuals who were illiterate, incapable of even counting 
the number of sheets on the ward, etc. I may be paranoid about this 
vat again and again 1% was apparent in ay many hospital ingpestions . 


' Beeausé of a blind spot someplace at high levels, some of our top 
flight medical officers were never able to admit that the greatest loss 
of manpower in the army was because of personality problems. Yor this 
Feason the Air Corps snuffed out all of the Mental Hygiene consultation: 
services in contrast te the increasing effectiveness of these in the basic | 
en 


Hel) L, r. ee Colonel, MG 335 | 
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TRUE COPY EXTRACT (Letter, Colonel F. A. Blesse, MC, USA, dated 19 April 1942) 


"a. Established principles were proven to be sound during the last 


War » 


"b,. Tables of organisation must be constantly studied to avoid any 

waste of personnel. Such studies will no doubt be primarily concerned 
with reduction in Medieal officers and it must be remembered that the. 
requirements of units in the combat sone must be based on norms) casualties 
expected during combat. It is usually impossible to predict when combat 
will occur, attacks normally depend upon the element of surprise and 
secrecy, unpredictable enemy action or other unexpected events may re- 
sult in combat at anytime in the combat area. Therefore, the proposal, 
_ which was given wide publicity several months ago, that we should save 
doctors by hee grag. major pools of such personnel and “when combat 
is to take place* to promptly fly such valuable personnel te the place 
where they will be needed, is based on’ oo of military organisza-— 
tien, tactics and proeetient: 


"se. In an attempt to obtain greater flexibility in organisations, 
there has been an over emphasis on the organisation of small cellular 
teams in the 6-500 series table of organization. These mmerous teams 
often consist of but 2 or 3 men and not only take considerable space 
on any troop basis but are easily fergotten and omitted. Units not ap- 

_ proved and entered on the troop basis cannot be expected to be where ree 
quired. Such wits are impractical excapt for highly specialized persone 
nel and should be included in Tables of Organisation to insure their — 
availability. 


woe Advanced training of Medical Service Corps officers should be 
considered with a view toward their possible replacement of medical 
officers in certain selected positions. 


= "ae. The training of selected meabers of the Womens Awlliary Corps 

should be considered with a view te their replacement of nurses in sel- 
ected positions. Nurees will again be in a scarce category and a study 
of this subject will reveal many duties now performed by graduate nurses 
which could be accomplished by WACS if given a short, concentrated course 
in practical nursing. It ia believed that a large number of nurses and - 
also hospital corps men can be saved by a more proper, and more feminine 
use of the WAC organisation. There was considerable criticiam of thier 
use as officers’ chauffers, ote, during the last war, 2 
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TRUE_COPY_ EXTRACT (Letter, Colenel F. A. Blesse, MC, USA) = Contimed 


"g. As a policy, the normal mission of any organisation xust be 
the guiding light as to its requirements of personne), supplies and 
equipment. Recommendations for additions and changes in organisation 
tables are frequently based om unusual experiences and a disregerd fer . 
the normal mission of the unit, ##" 3 


TRUL EXTRACT COPY (Ltr Brig Gen Guy B. Denit, NO, Surgeon, 16 April 1943) 


eeess SHedical Departsent organizations from the standpoint of Personnel, 
equipment, training end miesion or tactics] requirement - It will take @ ¢om 
siderable amount of imagination and pressure to convince those who have had 
experience in World Wars I and IJ in the BTO thet the next war will not follow 
the exact pattern of the last one. Therefore, the tendenay will be to build 

all of our Medical Pepartment ecuipment, training aad technical literature d 
slong the lines of that experienced in France. Ia this connection it is bee 
ileted, thab advance thinking should be initiated now and that we should keep 

in clese touch with thoes who are planning the strategy and the tactics of the 
future Ars d Porces in order that we may not lag behind in our contents of 
medical units and equipment. Ye do not now have suitable equipment fer aretic 
watfare, Toentage is wery little different from that employed during the Civil 
Way, New and advanced designe are needed in practically every phase of Medical | 
Department equinnent,* geeee 
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 santamammneee (Letter, Colonel james i, Forsee, MC, USA, dated 
20 April 1948) : 


somes “(7) Medical Department Organisation from the Standpoint of Personnel, 
Zquipment, Training and Mission. 


The only comment on this overall problem i9 as fellows: 


The establishment under the Secretary of Defense of the 

Office of the Surgeon General or probably better a Medical Direstor for 
Defense, This office should be small one and fimetion at the Secretary 
of Defense Level, I¢ would not be operational, It should be policy making 
regarding in matters of personnel, professional policy ané training. 
World War I the Advisory Commiasion of the Guneil of National Defense had 
a member from the medical profession. This plan seemed to be a satisfactory 
- one and the Medical Director or Surgeon Genera) aight fulfill the desire. 
bility of representation cf the profession in am advisory eapacity at a 
eabinet level insuring that the voloe of medicine sould be heard, * 90009 


TRUE. COPY EXTRACT (Letter, T. F. Cooper, USK, dated 19 April 1948) 


eneee “During the last war some twenty-odd advance base medical 

(G) components were developed and ranged from a 600-bed dispensary down 
te a rodent contro] mit. Each component was, tailered for a certain 
mission. Material was assembled and each component was assigned & 
number, Specialized personnel were ordered and assenbdled as required. 
This greatly facilitated planning and the speed with which given epera- 
tions could be accomplished. These should be further expanded. Dur- 
ing the last war, as in all past wars, field sanitation in particular 
lagged far behind,” srs» 


| | 
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TRUF COPY EXTRACT (Letter, Colonel John A. Rogers, MC, USA (Ret. es dated 
19 April 1948) 


"is oot it is believed that pelioal units of divisions and ireiee 
are excellent, providing the necessary degree of flexibility to fit in with a 
tactical situation. 

*2. The Field Hospital, with three 100 bed platoons, was a particularly 
useful unit. It could be used in many ways. By the addition of surgical teams 
and certain additional equipment, notably of a surgical nature, they were utilised 
as the first major army medical units shore during the Normandy Invasion. Upon 
the arrival of the larger Fvacuation Hospitals, these units were used as Surgical 
Hospitals immediately adjacent to Division Clearing Stations for immediate sur- 
gery on non-transportable wounded. During the pursuit of the German Army across 
northern France, they were again used in effect as small Fvacuation Hospitals 
because of their great mobility and provided very satisfactory service during 
this period of relatively light casualties, As the resistance of the German 
Army increased, they were again used as surgical units in Division areag, 

There has been some discussion of substituting the Surgical Hospital for this 
unit. It is believed this would be an error since the Field Hospitel, as con- 
stituted in World War II, provides an all-purpose small unit which is suitable 
for many functions. 

*3,. The 400 bed Evacuation Hospital was eminently satisfactory. : 

"4. The Auxiliary Surgical Group, composed of surgical teams cf various 
categories, was eminently satisfactory. 

"5. The organization of a group of collecting companies and clearing con- 
panies at the rate of one per corps was satisfactory. During the latter part 
of the campaign, the commanders of these groups were used as direct represente- 
tives of the Army Surgeon, providing reconnaissance service for the forward 
employment of Evacuation Hospitals. The Field Hospital plateons were placed 
under their direct command. This provided a flexibility within the corps ares 
which is not possible by the assignment of medical ynitse under the direct command 
of the Corps Surgeon. The important fact is that it is not necessary to go 
. throngh Corps Headquarters for the transfer of medical umits which may be oute | 
side of a particular corps area. Clearing companies are utilised in various 
ways. Some are trained to handle neuro-psychiatie casualties. Others were 
used for contageous diseases and special situations. 

"6, It is believed that the 3000 bed Convalescent Hospitel would have 
more flexibility if it was reduced in size to 1500 beds and two sca for” 
each arny,” *#H# 
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TRUE COPY EXTRACT (Letter, Colonel C. J. Baker, MC, Air Force 
dated 22 April 1948) 


went 87, Enlisted personnel of Medical Department should be 
turned over to the Medical Department after their indoctrination in 
the School of the Soldier or basic training. They should be selected 
and earmarked upon reporting to a selective service board, There 
should be an educational minimum requirement. FEquipment should con- 
form to that of the service to which they will be attached. Their 
training, other than basic, should be conducted by the Wedical Depart- 
ment of their Branch assignment. 


"Officer personnel should be trained entirely by the Medical 
Department. As to Hedical Department organization, the Surgeon Gene 
eral should be the general coordinator and policy making power for 
the Air, Havy and Ground Forces, each of which should have ea Chief 
Medical Officer or Air Surgeon, Navy Surgeon and Ground Force Sur- 
geon., Medical personnel should be allotted to each Branch in pre - 
portion to their strength. Fach Branch should have their own station 
hospitals, and each Branch should have their own general hospitals, 
Admission of patients from one Branch to a medicad facility of any 
other Branch should be routine and simplified. Location for the 
establishment of a general hospital of one Branch near a general 
hospital of another should be a matter for the Surgeon General to 
decide, At certain locations where more than one Branch are closely 
stationed, the establishment of a station hospital at each station 
should be decided by the Surgeon General. Medical personnel for 
the manning of a common hospital should be furnished by each Service, 
proportionately, but placed on detached service with the Branch having 
charge of the installation. Each Branch should have a Supply Division, 
and regardless of Branch, each medical supply point should receive and 
fill requisitions from 411 stations in the vicinity. 


"Where possible, all forms, reports, requisitions, surveys, etc. | 
should be identical for all Branches. Medical personnel should not be 
transferred from one Branch to another except upon their own applica- 
tion, approved by both Branches concerned, and then only after a per- 
fod of probation, Exception being the placing on detached service 
ef personnel with a common facility or to meet a grave emergency,” ***# 


SaneteMedical troops on duty with tactical units should be ‘attached’ to 
those units and commanded by medical officers, Mo line officer should ~ 
exercise command over medical troops and Ffficiency Reports on medical 
department officers should be prepared by medical department officers 
and indorsed by next higher medical authority," #### 


sone ®/, It is my belief that most of the transportation of troops 


and equipment in the next war will be via air, and to that end medical 
equipment should be designed with a view to the feasibility of it being 


transported by air." : | 
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TRUE COPY EXTRACT (Letter, Colonel R. E. Stone, MC (Res.) Air Force 
| dated 22 April 1948) 


senate "Reference Par. 3 (f) Medical Departaent organizations from 
the standpoint of personnel, — training, and anism ef tactical 
requirement, 


"Always felt that the Medical Organisation of the Armed Forces not 
sufficiently elastic to mect adequately all the exigencies of the Service, 


"For Example: If the Surgeon of a large Command was compelled te 
rely on Medical Department Personnel authorised by Tables of Organization 
as used in the last war, many of the units would be without adequate 
Medical coverage. In the EF. T. 0, there were many small mits attached 
te the Air Fores for which no Medical Personnel provided by current Tables 
ef Organisation. The aggregate of these units added up to a sizeable 
_ foree for which some provision for Medical coverage had te be made, It 
would be my recommendation that some provision by made in a Task Ferce 
whereby the Command Surgeon would be furnished a reasonable number of 
Medical Department Personnel over and sbove Table of Organization authori- 
sation to meot these requirements, This could be in the form of a Casual 
Pool directly under the control of the Command Surgeon, In this way he 
could shift his personnel expediently te mect the day te day demands, 
Such a pool was provided the Air Ferce in the ©. T. G% but this was not 
a recognised ee ee which allowed fer 
prometion of those worthy of Se ee 
ef ‘poor morale in this group. 


. “8erious consideration and study should be given to the Medical Ser- 
vice as organised in the Royal Air Force. In that organisation the Chief — 
Medical Officer could place and transfer his personnel about as he saw fit, 


utilised te better advantage. Am also ef the opinion that such a systen 
in the long rm would actually conserve personne]. Toe eften an individual 
with certain qualifications was needed by the Surgeon fer special duty but 
when his services requested more often than not he was declared by 
lewer echelons as not available. a@ surgeon wi 

picture in mind should be in a better tion te judge where any one man's 
service best utilised and his desires to get a jeb done 
blocked by so called ‘Command Prerogative’. 
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TRUE COPY EXTRACT (Letter, Colonel Robert E. Peyton, MC, USA 
| dated 19 April 1948) 


wanswTobles of Organization and Eouipment. It is recognized by 
all thoughtful persons of experience that there is much that can be 
accomplished in improving tables of organization and equipment. We 
can make many improvements, thoroughly and gradually, with the full 
knowledge that everybody will not always be pleased. Only the novice 
with narrow perspective has the atidacity to admit that he is endowed 
with superior knowledge on this subject, and he usually further con- 
fuses the issue by contradicting himself by every other criticism he 
makes? A realistic approach to this problem is necessary: first, 
because the ambitious T/O&E reformer ascribes to the unit commander 
only the negative virtuss; second, because no table can be made to 
suit, the unknown individual personalities who fall by change into 
ite organization; and third, jockeying for position will occur between 
the medical, surgical, neuropsychiatric, and laboratory specialists, 
and even within these groups. Mobilization troop beses (and the tables 
of organisation and tables of distribution or bulk authorizations of 
which the troop bases are composed) require constant study and revision 
in the light of the national manpower resources to be made available 
to the armed forces. If it is found, for example, that the nusber of 
doctors made available to the armed forces is legs than that which will 
provide for adequate manning of the tables to insure acceptable mili- 
tary medical standafds, then it is necessary to make the fact known. 
That is a matter of national responsibility .###" 


» K. Pohl, > uC 
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TRUE CORK EXTRACT © (letter, Captain 0, B, lorrison, Jr. iC, USN 


dated 23 April 1948) 


ernie NP, ledical Department organizations from the standpoint 
of personel, equipment, training, and mission or tactical require- 
ments » 


There seems to be a tendenay to 
peace, the same types of organization as was used in time of war, 
There may be som logical reason why this ig conside 
wut there are many reasons why it should not te done, As en 
example, a Maring Division at present has to have a 
lion because it 4s claimd that the Division mst be organized and 
evailable to move to « trouble zone on short notice, However, the 
medical personnel have little or no profeseioal work other than 
routine sick call dispensary duty. The result is deterioration and 
discontent of such medical personnel, It is suggested that such 
personel could be mare efficiently employed in nearby hospitals 
where they are moeded ami could be employed in acecrdancs with 
their medical training. ‘he medical officer in command could assign 
the persomel required on a rotational basis so that sick call 
could be properly covered in the area dispensaries, In tim of 
ene the Medical Battalion could easily be formed ty drawing 
reomei from the hospital ataffs. Equipment eould be kept up 
tter because it could be utilised and replaced as required 
instesd of deteriorating in storage, ® = *#tHer 
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TRUE COPY EXTRACT (Letter, Colonel Arthur B. Welsh, MC, USA 
dated 19 April 1948) 


aonne *f,. There were too few mobile hospitals of the 750 bed evacua- 
tion hospital type. The Army Ground Forces were responsible for getting 
euch units inte the troop basis. They failed. Urgent pleas of The Sur- 
geon General and the Army Service Forces for additional wits never got 
into the troop basis! There were aleo toe few 400 bed evacuation hospitals. 
Such planning forced theater surgeons to malempley general hospitals. They 
had no other alternative for Advance Section hospitals. 


"Mobile surgical hospitals were non-existent until the end of the 
war and during the war had to be imprevised from plateons of field hospi- 
tals reinforced with special personne] and equipment. This was a planning 
failure of Army Ground Forces that The Surgeon General could not correct 
which was equally true of the two plateon divisional clearing company. 


*There was no suitatle hespital for the Advance Section of the Com- 
mmication Zone in rapidly moving situations except possibly the field 
hospital which was not designed for that purpose. Suitable construction 
fer Advance Section fixed hospitals was not provided. 


"There was insufficient holding capacity in the Combat Zone and 
units for holding purposes at transfer points came too late. 


_ “Numbered station hospitals very frequently had to be employed as 
general hospitals. They were not staffed qualitatively Pes do that Pipe 
and there was very little that theaters could do about it, 
should have been given by The Surgeon General to melding numbered eae 
and general hospitals inte ‘fixed hospitals, communication sone’ and 
staffing them quantitatively and qualitatively to handle their indicated 


patient capacity. This was a problem in the Pacific. 


"Insufficient attention was given by the Army to amphibious train- 
ing in conjunction with the Navy. Casualty handling should have received 
greater stress. It seemed as if the Engineer Special Brigade received 
too much attention at the sacrifice of other units that might have been 
employed in joint medical training. 


*It was a mistake to break up medical regiments and battalions and 


activate separage companies for hit and miss assignment to verious group 


or battalion headquarters. The price was paid in less ef morale and 
esprit de corpse among medical troops. Field medical hervice suffered. 
We hear little today except about evacuation hespitals in the combat sone. 
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" COPY = - Continued ~ Colonel Arthur B. Welsh, ¥C, USA 


"In the eagerness to save Medical Department personnel too many non- 
medical separate companies and battalions were shipped to theaters with- 
out accompanying medical personnel. ‘This placed a burden on theater 
surgeons who had to supply medical personnel from other wits for dispen- 
sary service. It'e true that 8-500 series cells might have been used 
' had bodies been made available, 


*There were too few doctors authorized for numbered general hospi- 
tals. The authorized grades were too low rarking for the professional 
caliber personnel required for such duty. 


"It was a mistake not to give theater surgeons Medical Department 
personnel pools. It's questionable whether evacuation hospitals should 
remain fully staffed when not actively engaged. Pools and theater con- 
trol over technical means would have assisted in solving this. 


*The pre-activation training of personnel for numtered unite as 
originally conceived and exployed by The Surgeon General is the key to 
meeting overseas demands for medical units, A commmication zone medical 
wnit, for example, can under such a scheme be put tegether, enlisted 
specialists doctors and nurses added (quantitatively and qualitatively) 
and shipped to the port within thirty days and function creditably upon 
arrival overseas, Had such a scheme been universally followed less 
criticiam of dector wastage would have arisen. 


"Too many oversea theaters asked for units before they were needed. 
This is understandable in long range planning. Too, theater surgeons 
weren't sure such units would be shipped in time. This explains in part 
that often heard remark -- too many doctors with too little to do. One 
can't afford to be critical because the medical job was well done, There 
were many intangibles. A better solution is hard to plan in view of 
World War II armed forces structure. It's inconceivable how a better 
theater job could be done. If there had been an Armed Services of 
Supply setup in the zone of interior with top side guidance and definite 
medical responsibilities for all Services inherent therein and lisison 
with the General Steff and Joint Chiefs of Staff assured there would have 
been very little medically that could not have been accomplished world- 
wide. This would call for the highest degree of medical leadership. 


Sess, Dee eee 
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TRUE COPY EXTRACT - Continued - Colonel Arthur B, Welsh, MC, USA 


have been 
"Medical supply was well handled. More attention should 
given to complete unit assemblies and there should have been minimal 


split shipments. : 


®*tMmsufficient attention was given in the early phases of the war 
to the convalescent and rehabilitation programs. It was faulty zone 
of interior planning at higher than War Department level. 


"auxiliary service personnel and equipment for lamdry, utilities, 
and maintenance in hospitals was not provided.” *###* 


TRUE COPY EXTRACT (Letter, Rear Admiral C. L. Andrus, (iC) USN 
dated 27 April 1948) 


#ueee *(f)- It is not clear what is meant here by 'Hedical Department 
Organisations', If these refer to the Bureau of Medicine and S ° 
Naval Hospitals, Convalescenés Hospitals, dispensaries, Hospital Ships, 
sick bay facilities, Research Facilities, Medical Supply Depots, Medical 
Storehouses, Schools, Nedical Departments with marines and in aviation, 
it is felt that in the overall there is little basis for controversial 
opinion regarding their effectiveness in carrying out the mission of the 
Medical Department of the Navy, and meeting tactical requirements, It is 
believed that the ‘What’ was needed to fulfill our mission was provided. 
The ‘How! it was sccomplished may be subject to controversial opinion ree 
garding certain specific features of the total effort. General statements 
such as those made above do not imply that there were not many lessons 
learned through experience in World War II that should not be repeated in 
the event of future emergency and it may be assumed that they will be taken 
into account in current plenning, Detailed comment here would be rost 


difficult without a better idea as to what the controversial points may 
be,” ae 


\ 
‘ 
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ome COPY eS ee BUMED, USM, 15 April 1948) 


uN" The incompleteness and inadequacy of hospital clinical records was pointed 
Gute It was proposed they be studied with a view to standardisation, simplifica- 
tion and improvement of form, method end nomenclature, 


The Special Augmented Hospitals used during the war were intermediate 
between the Marine Corps field hospital and the Navy's fleet and base hospitals. 
They met varying criticians,. 


They were planned to provide hospital facilities in proximity to combat 
ATRAS « The fo following was said of SseAcHe NOs Bo (Cicinawa) « 


"If it was intended that this hospital should be in operation 

to function during the active campaign for the island, then its 
@quipment and construction contained too mich of a semi~permansnt 

or permanent character so that it could not be erected quickly. 

On the other hand, if it was intended that this hospital should 

come into operation after the termination of hostilities (as 
actually happened) then its construction of teo temporary a character 
to afford comfort and efficiency," 


A lack of special floor space or rooms for persons with certain kinds of 
diseases and operations, for officers, for convalescent patients, and for 
_ @xaminations, was probally the nost persistent deficiency of the medical and 
surgical departaents aboard ships 


Yacilities for paychdtics were Ha sha Ea: There was not enough spaces 
Sometimes there was no segregation, or they were kept in the brig, This was 
especially true at advanced bases. 


Civilian workers, construction won, a at navaj stations required 
- @ great deal of hospitalisation, more perhaps tha the Medical . 
planned for or anticipateds Such hospitalisation needs should be taken inte 
account in plan ing medical personnel and other hospitalisation Foquirensntss "sw 
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TRUE COPY EXTRAC? (Letter, Captain H. D. Templeton, KC, UsM 
dated 23 April 1948) 


oesee ) (¥) MEDICAL DEPARTMENT ORGANIZATIONS FROM THR STANDPOINT OF 
PURSONNEL, BQUIPMENT, TRAINING, AND MISSION OF TACTICAL RR 
QUERINENT, 


; As previously noted, the military mission frequently alters the support 
wequired of medical organizations accompanying any military movement. The 

close coordination of the various components of the invading forces was most 
epparent toward the close of the last war. ‘The extensive planning and 

thorough investigation of all problems which would contribute to the suecess 

of the operation was thoroughly studied and well understood by all who had : 
@ part in the execution of the plan. 


Medical erganisations were accorded equal consideration, and it was 
to the credit of the medical department ae a whole that well-trained and 
qualified senier officers contributed much to the organisation of various 
medical units. The planning of the Okinawan campaign wae one of varied 
and extensive magnitude which required the services of medical personnel 
accompanying troops, followed by adequately equipped field hospital units, 
corps evacuation hospitals, LSM%H)s, hespital ships, air evacuation facilities, 
and later, the setting up of special augmented hospitals. In addition to the 
above-noted various type units, the military government hospitals certainly — 
wust be included, as well ae the medical units attached to the construction 
battalions, 


One readily appreciates that the medical and gurgiesl assistance pre- 
wided by these various organisations was of varied character, and it is to 
the oredit of each organisation that they performed their assigned taske in 
a@ highly commendable manner. Their equipment was entirely adequate and all 
medical department personnel demonstrated a complete familiarity with its 
operation. : 

As I previously stated, thie last major campaign represented the 
results of good planning, adequate equipment, and the employment of seasoned 
and well trained personnel, and it demonstrated most clearly the absolute 
necessity of a thorough consideration of all factors before attempting te 
mount such an assault. 


" Ho one medical department organization could de singled out as con- 
tributing more than others to the suecess of the Okinawan campaign, but 
it was clearly spparent that every unit cooperated to the greatest extent 
in maintaining the lowest morbidity rate possible. The whole bleed unit 
was most successful in providing adequate quantities of dloed, the L8%H)s 
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worked in perfect accord in the receiving of battle casualties from the 
beach, and passed their cases along to the hospital ships. The field 
hospitals operated most suecessfully in screening all cases, and moved 


those of a more serious nature to the evacuation hospital, from where they 
were evacuated by plane and ship toe the sone of communication. 


This sketchy review of only a few of the successful accomplishments 
of the medical department organisations on Okinewa clearly demonstrates 
the real nesessity for the specialised training, selection, and equipping 
of medical personnel for various phases of a military operation, * 99ee® 
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TRUE COPY (Extract from Ltr #, H. Michael, Rear Admiral (iC), USN Retired) 


#1 "The Navy Wedical Departzent units (ranging in size beginning with 
the first pri units to general hospitals) from the standpoint of personnel, 
equipment and mission worked out fairly satisfactorily in some cases; cut 
much time, persomel and material was wasted in others by so-called 
®gtaging" for long periodse In these the need for the units was not estimated 
or badly estinated. It is suggested that the persornmel of thease units be 
kept at a minimum, sufficient to care for material, and then additional 
supplied a short time before the prospective need in keeping with the 
actual mission to which the unit is assigned. Then the personnel should be 
‘@Gecreased or augmented as the situation dictates. There is a tendency of 
units to take root and become permanent long after the real need for them 
has passed. This must be combated. 


*If I may presume to criticise an Amy unit, I would suggest that the 
Army Hospital ships be equipped and be prepared to act as a temporary base 
hospital while in port and not limit its utility to the transportation of 
patients." ache | 


TRUE, COPY EXTRACT (Letter, Dr. Russel V. ve dated 18 April 1948) 


snuee "(f) Medical Department organisations from the standpoint 
of personnel, equipment, training, and mission or tactical requirement. 


"The Medical Department should be completely re-organized and re- 
equipped in the light of modern air and motor transportation. All 
hospitel equipment for field use should te designed to be airborne, 
Every use should be made of the techniques of air evacuation and air 
transport of medical personnel, Tremendous personnel saving could be 
achieved by this. During the past war, at any given moment, about 1/3 
of the medical officers were travelling. An air-borne medical estab- 
lishment should be the ultimate ‘eon With this, a revision of 
specialty is badly needed.” #+e## : 


L. K. Pohl, > a 
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TRUE COPY (irtracts fron Ltr Cole larry Ge Arcwetrony, 0, 16 April 1948) 


(1) Defeats: 


(a) medical Department organization too rigid. 
(b) Equipment in gereral, too heavy 


(c) Training inadequate for conditions met in actual 
conbabe - 


(2) lttensdiess 


(a) Use pools of doctors to cover medical requirenents 
by means of airplane transfer, 


(b) Proportion dental personnel to population rather 
than 1/05. 


(c) Modernize medical equipmente 
(a) Specialised training of personnal for specific 


assigrments — such as atonic blast casualties, 
or BW," ; 
i 
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TRUE COPY (Extract from Ltr Alfred W, Eyer, Captain (10), USH, 17 April 1945) 


te 8(f) Medical Departasnt Organizations from the standpoint of 
persomel, equipment, training and mission or tactical 
requirenent. : 


. SSpscialist training for medical service personnel recently 
graduated fran medical schools is not regarded as sound from a service 


It tends to bracket the young man in a relatively narrow path 
‘prior to development of his capabilities as a physician. Such 


is gained only by general medical and surgical experience with a wide 
variety of patients. 


Further, the utilization of a young specialist without breadth 
of experiance and development of his full capabilities imposes a serious 
limitation upon the freedom of action of the respective medical services 
in meeting general service requirements. 


Broad Bureau policy with regard to personel, equipment, 
training, mission and tactical requirements should be clearly enunciated 
and not subject to’ frequent major fluctuations, An effort should be made 
to indectrinate, not only regular service personnel, but potential inductees 
as well. This latter might be accomplished readily by joint service efforts 
through lectures delivered at medical training institutions, 


More emphasis shou .d be placed on training all categories of 
medical service personnel for wars It appears at the present tims that 
exphasis is being placed on peacetine services Much could be accomplished by thor- 
cugh indoctrination of personne} in the added responsibilites that are en- 
cunbent upon in various situatios during war services, Particular reference 
ig made to sanitation as applied to forces in the field. Thia function | 
stcheatelinr.grodata napdicomloegglan Ke endpaper Ende eet 
eo ee ee ee Oe personnel of its importance." 


REGGRDER 
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TRUE COPY EXTRACT (Letter, Captain Robert M. Gillett (MC) USN 


dated 15 April 1948) 


ster “The medical department organization during World War IT 
was severely handicapped by lack of adequstely trained personnel on 
staff. jobs, who had little or no knowledge of the military problems, 
and were not taken inte confidence by their Commanders during the 


planning stages." *##ess 


TRUE.COPY EXTRACT (Letter, Captain J. H. Robbins, (NC) USN dated 26 April 1948) 


aenet Tt is believed that there was too much over-emphasis placed 
en specialisation of medical officers, Basically the staff of these 
hospitals should be regular officers fer command and executive positions 
and in hospitals ef 1000 te 1500 beds a third regular officer of suf- 
ficient rank and experience should be made available as head ef the Pro- 
fessional Department and under him a Chief of Medicine and a Chief of 
Surgery, (specialists in their line), X-ray specialists, skin specialists, 
Kye, Ear, Hose and Throat specialists, Psychiatrists, etc., while the 


general 
noticeable as the Bases decreased in sise and the personnel were moved 
forward, it became an extremely difficult matter to find an individual 
who was capable of doing an appendectomy and leoking after the general 
run of patients seen at sick call. This necessitated keeping two or 
three specialists tied up om a small Base at a time when their services 
were sorely needed in the forward areas, 


"fhe policy of turning trained malaria control ani sanitation units 
lesse on their own in an ares was especially bad as they met considerable 
opposition in certain mits where their services were badly needed. It 
is recommended that these mits be placed under the direct command of 
the Senior Medical Officer of the area who had authority te see that their 
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TRUE COPY EXTRACT (Letter, Colonel 0. F. McIlnay, MC, Air Fores 
dated 20 April 1948) 


ennne *7, It is considered that a great saving in professional 
personnel could be accomplished by a change in Medical Department or- 
ganizations, aimed at permitting physicians and surgeons te devote 
practically their entire effort to the care of patients. It is the 
firm opinion of the wdersigned that proper organization would permit 
these professionally qualified individuals to be taken from civilian 
life and placed directly into medical facilities with little or no 
military indoctrination. In fact, the prospective shortage of medi- | 
eal officers makes it appear that some such réorganization will be 
necessary during peacetime in order that the mission of the medical 


im such a manner as to relieve the majority of medical officers ef 
all administrative respon#ibilities and place them in much the same 
position as they occupy in civilian hospitals. It is realised that 
some experienced medical officers must be utilised in administrative 
positions, such as that of Commanding Officer of a hospital, in 


erder that the organisation may profit from his professional knowledge. 


It is believed, however, that with these and certain other exceptions, 
the medical facilities can be efficiently administered without in- 
velving physicians and surgeons who frequently have no liking or 
ability for administrative duties, Freeing these individuals from 


wit them to assume the responsibility fer the care of a great many 


our medical personnel resources. In order to more fully clarify the 
concept of the undersigned, it is added that this tion would 
free the average medical officers of any responsibility in regard te 
the operating or care of medical facilities. For example, in a 
peacetime hospital ne docter would have anything whatsoever to de 
with the care and cleanliness of wards or with the supplies and equip- 
ment. All such things will be responsibility of non-prefessional per- 


if 


This same policy applied to wartime medical facilities ef all 
the und 


fonal personnel could be increased by extending this concept te 
line’ medical organisations. In the past, much prefessional 


ii 


a 
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TRUE COPY EXTRACT - Continued - Colonel 0, F. McIlnay, MC, Air Force 


personnel has been wasted through the assignment to military organiza- 
tions where their functions are somewhat similar to those of a fire 
department. In other words, they are often with dxceedingly little 

to do and the excuse for this is that they must be there in case of 
some type of catastrophe. A greater utibisation of non-professional 
Medical Department personnel for first aid functions, improved sys- 
tems of evacuation, and the organization of combat surgical teans 
which could be rushed to places of need, would accomplish the same 
task with expenditure of much less professional personnel,” *##"# 


‘TRUE COPY EXrRACT (Colonel Hervey B. Porter, MC, USAF, 23 April 1948) 


onvme "Pf. Greater flexibility from Central Pools of personnel 
and equipment for loan to commanders concerned under conditions 
requiring greater resources than their own T/0 & E.* ##r# 
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TRUE COPY (Extract Jtr “uinton k. Sanger, SUMED, USN, 7 April 1948) 


weiuM"As lon; as Medical Corps assignments are orimarily determined on the 
basis of fullecomplement ratios, camuanderank ratios departmental—coamand 
ratios, etce, we shall face ooo AS good medical care becomes more 

com) icated and consequently focused in hospitals, and as transportation of 
medical emergencies on land and sea has been developed, it's felt that the 
per capita allocation of medical officers is outmoded, and that complements 
‘need revision according to professional rather than numerical coverage o"#Hit 


AEA 


Colonel, ; e ; 
TRUE COPY EXTRACT (Letter, Brig. Gen. Robert C. McDonald, MC, (USA - Ret.) 
dated 15 April 1948) 


sanne "(f) Medical Department Organizations from the standpoint of pere 
sonnel, equipment, training, and mission or tactical employment. 


"(1) Comments Medical organizations were generally overstaffed at the / 
beginning of W.".1I. They were generally understaffed at the end of hostilities. 
The specially qualified persorine] availsble had to be spread thin enough to man 
all organisations. Medical equipment was adequate in most organizations, The 
development of special equipment for jungle warfare was outstanding. The de- 
valopment in peacetime of special equipment needed in Aretie climates is most 
valuable and timely. The training of Medical Department Personnel was well 
organised; and generally well done. The tactical employment of Medical Organi- 
zations was well planned and carried out. 


"(2) Suggestions: Special attention should te given to developing 
medical organizations and equipment adapted to warfare involving the use of 
newer weapons such as atomic bombs, bacteria, etc., and in Artic warfare.” #ttee 
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. Gated 20 April 


TRUE. EXTRACT COPY: (Letter from Capt sear e Brom, (MC), 


sk Modient Departaent crgantnatiuns fron the stente : 
point of perscunel, equipaont, training, end mission or tactical. 


| 


Medical Depertnent personne) asxigned to the combat 
gone should be 7 stenting 
will encounter, in general, this qualification is more characteristic 


of the’ younger men but mot meceaserily so, The tr 
nted on under aph (b) end it is egain stressed 
that ailitary training for a selected few in the grades of Ideutensnt 
Commander and Commanier at leve eteff and command schools is 
a eesential to the th of 
Be organisations in combat, To restate thie principle, all 
officers and ehief petty officers assigned to field or 
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TRUE OOPY EXTRACT (Letter from Captain K.9. Aston (MC), USN 
Portsmouth, Virginia, dated 23 April 1946) 


eeeve "(f) Medice] Department organizations from the standpoint of per- 
sonnel, equipment, training, and mission or tactical requirement. 


Under this heading my remarks must be brief. I consider that the 
mumerous and varied medical units or organizations represented careful 
thinking, planning and execution. It seems to me, that we just about 
had on the spot what was needed insofar as medical organization was 
concerned, Operational activities naturally proceeded more efficiently 
end é@xpeditiously as time went on. Undoubtedly improvements could be 
brovght about in the future, but I am aware of no fundamental and basic 
faults in the type of these organizations and personnel equipment train- 
ing and the mission to which they were assigned. Undoubtedly more than 
one instance occurred which could come under constructive criticism, I 
have in mind a so called Mobile Unit which had been destined fer one of 
the forward areas but due to the conditions of combat, was required to 
base in an area already supplied with adequate medical services, and 
subsequently fell apart, losing its identity as a result of various 
subtractions and depletions to which it was subjected. Our so called 
Mobile Hospitals, Cub, Lion, Acorn, and similar medical organizations 
as well as our fleet hospitals served well and most efficiently. 


Concerning the value of hospital ships it may be here that I an 
a bit prejudiced. Our ship was the only hospital ship in the Pacific 
for more than sixteen months. Some time later thé Pacific Ocean was 
to become liberally dotted with such vessels. They all did a bang-up 
job. They were in reality the only truly mobile hospitals that we had, 
possessing fine materiel and personnel equipment. They were able to 
give definitive treatment to our sick and wounded while on route to the 
evacuation hospital, In my opinion these ships will play an important 
role in any future war in which this country may engage. Much of the 
ame can be said concerning our hospital tranevorte like the Rixey and - 
Tryon. Most of our hospitals in the continental areas were general in 
type, yet as time went on certain of them developed singular and special 
features. I have in wind amputee centers, centers for the blind, hard 
of hearing, paralyzed groups, mentally 411, etc. These special facili- 
ties proved their worth, "seese 
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EXTRACT OF S. BMENTS MADS BY CAPT. E.R. AH -HING, JB.,(MC) USN ON ~_ APRIL 1948 af 
INTERVIBY “ITH SUBCOMMITTZS ON THE RMPLOYHSNT OF MILITARY MEDICAL RESOURCES, 


eeseeese F, "] an sorry I didn't bring along a lettér which I wrote 1-1/2 years 
ago, which, as far as the Marine Corps is concerned, I] think will be the answer, 
and that is the establishment of a sanitary medical company in the medical battal- 
ion. 


These people must be under the control of the medical department. They can 
have no other function. Such a company would be of two plateons, one platoon being 
similar to the malarial control and epidemicalogical control, which we have now 
and which is excellent, and the other company being the strong back to do the 
work -- but even to do thet work it needs more than a strong back. They sust have 
the equipment and they must be trained to seaintain that equipment and use it prop- 
erly. 


My recommendation at that time was for merely about 30 men in charge of 
a sanitary engineer to actually do the major sanitary measures necessary, such as 
clearing um swamps and mosquito breeding areas, spraying the dead carcasses and 
destroyed food dumps and dewtroyed sanitary installations, and so forth. 


Medical Departasnt Troop Allotments in Proportion to other Branches as 
Influenced by Probabilities of Atomic Warfare. I don't feel qualified to ansver 
that, except from my concept of the way the Marines are organizing their forces 
in the event of atomic warfare. 


I would net have any more increase in the medical people among the com- 


bat elements. Rather, it appears to me, it is just a tertffie probles in the rear 
areas where we could evacuate te. There again, we need air evacuation to get those 


people out,* seeusseesesseeses 
a oe ek. Gelonel, KC. 
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TRUE EXTRACT COPY: (RESTRICTED ows Richard T, Arnest, Ret. 


dated 19 April 48) 


xn =f, This is a big subject and cannot be fully discussed 
here « 


The small mobile surgical and 400 bec evacuation hospital 
ebuid be utilized with division and corps while the large 750 bed 
evacuation hospital should be reserved for the army cither as a two 
week holding wit for return to duty cases or for evacuation to the 
rear.” These hospitals should be staffed in accordance with require- 
ments and not by a fixed T. 0. except for key personnel, This key 
personnel should consist of the Commanding Officer, Chief of 

. Services, and the Administrative Steff. Doctors do not require 
extensive field training for any of the tactical hospital units nor 
do they for hospital in the zome of commmic:tion or interior. For 
combat troops one medical officer per Bn. is essential end ome as 
Regimental Surgeon, The remainder of the officers can be well 
trained special service corps. Entirely too mech tim was spent 
training medical officers and nurses when in fact the largest pre 
centage of them were only utilized in their profession. 


I noted few deficiencies in equipment for hospital units that 
could not be corrected by theater headquarters, The table of allow- 
ances should be flexible and not considered fixed, thus permitting 
additions or subtractions as the mission indicated, #HHHHr 


TRUE EXTRACT COPYs (Ltr Ne C. Mashburn, Colonel, MC, Air Force,l19 Apr 1948) 
weHt"Medical person el should wear the uniform and be completely identified 


with units they serve, iHsHs ak 
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EXTRACT OF STATEWERTS MADE BY COLONFL OSCAR S, REEDER, MC, USA, OM 15 APRIL 198 
AT INTERVIEW WITH SUBCOMMITTRE ON THE EMPLOYMENT OF MILITARY MEDICAL RESOURCES. 


aenee *(F) 1, Yes. I think in many instances it was necessary to attach addi- 


°2. Some were but most weren't. I hesitate to any a lenger peried of 
training in the States. I think they could be trained overseas while they 
are in staging areas. I don't believes wastage actually would occur if they ere 
trained overseas beeaune they are like everything else, there is sone wastage 
te it and I would rather it be overseas than in the States because the train- 
ing ie better overseas because of overseas command having a greater cognizance 
ef the problems they are actually up against. 


°3, The generators were not big enough ~ there were not enough trucks. 


Practically all had te be supplemented in their messes. Were it not for the 
eivilian population and prisoners of war for ness attendants they couldn't 


that it should. It should be mindatory. In some instances 


of them the best they can."*##ee0 
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TAUE EXTRACT COPY CF INTSEVIEY WIT COL MARY G, PHILLIPS, ANC, 27 Apr 48. 


eeeeees P, 8] would like to see additional personmel allewed where ve care for 
dependents in our hospitals and in outpatient clinics. we know from a profess- 
fonal standpoint that it 4s such gore desirable te have dependents in our hospitals 
Yecaure we have much better rounded service. Bat women and children require 

more nursing care than zmale patients, at least care that is given ty women nurses, 
and those people are usually hospitalised only during scute ilinesses. They go 
home after they are able to be up while our seldiers are around in the convale 
eseent stage, You might eay the bed is occupied. What difference does it make 
if the bed is eccupied by a soldier or by a Gependent? It does from the amount 
of nursing work that a woman nurse doss for women and children and the number 

of things that have to be dene for thea. 


HRIGADIEX GEN RAL MARTIN; In your opinion, were medical department 
units sufficiently staffed with sursing pereennels thet is, to include both 
mobile and fixed units? 


COLONEL PHILLIPS: Well, just from comments that we reeeived -- as I cay, 
I had no exp rience with the operation of these units during the war «= they got 
along. They gave good nursing care, vat I think they felt the distribation ws 
not as it should have been; and, in some plases, they were greatly eververked 
while other places had tee muck perscanel. 


The staff that we had to come down te here at home was one nurse to 
fifteen beds, which was not adequate, and ene to twelve overseas. Ve had to tura 
over duties, that we felt we, as surses, should have performed and would liked 
to have performed, to subprefeesional persennel and other groups that we could 
get, wut it was an emergency situation and we did the best we could, just as the 
civilian hospitals did. 


BRIGADIEX GENSHAL MARTIN: In your opinion, did the presence of nurses 
in field medical waite prove nerthwhile? 


COLOMEL PHILLIPS: Indeed? 2 think the record speaks for itself. 


BRIGADIER GENERAL MARTIS: Would you say that moet of the success was 
due to professional attention given by the surses or their er acting as a 
Weechological factor? 


COLONEL PHILLIPS: I think beth were very important. The paychological 
effect certainly vase important, bat the prefeseional care thet they ceuld give 
to the wounded soldiers as far forward as possible, I think, was the great factor. 
The morale of those surees, too, was Very, Wery high. They didn’t want te go back 
to the rear echelons, and the peoovle in the rear echelons wanted to get up where 
they felt they could take care of then. . 


BRIGADIER GENERAL MARTIN: Do you Believe that em organization, such as 
the WAC, could have replased the more or less civilian character of the mene 
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TRUS EXTRACT GOPT OF INTERVIEW WITH COL MARY G. PHILLIPS, ANC, 27 Apr 48, 0Oug, 


COLONEL POHL: 1 wonder if you care te 
regaré to usage of nurses in air evacuation and 
necessity or desirability, er whether there was 


COLONEL PHILLIPS: Oh, me, there wasn't wastage! I think they had a 


have been used ~ J don’t know how they were assigned, whether they were used 
fer lenger periods of time or noty { knew some of them had long service over 
fim the 386 and later over in the fic Theater... That program is a very necessary 
pregram, I think, *eeeecesece ee 


SHUR BXPRAGT Cory (Ltr Brig.Gea. G.B.Kennebeck, Dental Corpe, ata 7 May 48) 


oeveeenes P, "Definite hospitals should be equipped, staffed and trained fer the 
treatment of jew injuries so that medicsl and dental team work can be employed 
y. 


an@ efficient treatment given this type of patient, * a 
i BON al LEN 
, j @ he Colonel, it 
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TRUE BATRACT COPY OF MEDICAL SUPPORT OF PHE USAAF 18 THE AUDI TERRANEAN THEATIR 
HISTORICAL SKOTION ~ APTAS 


Seesesese Y, *Throughout most of the year 1944 a considerable effort was made by 
the Surgeon, Army Air Forces, Mediterranean The:ter of Operations, to obtain 

Aray Air Forces Gentral Medical Establishments for the Twelfth and Pifteenth Air 
Yorces. A plan drawn in Headquarters, Army Air Forces, was tranemitted to the 
Sargeon, Army Air Forces, Mediterranean Theater of Operations, in Pebruary 1944, 
The plan, later ineorporated into a Table of Dietrivation, envisaged an organi- 
sation composed ef 10 afficers and 25 enlisted men and divided into four sections; 
Headquarters, Central medical beard, Aircrew indoctrination, and Aviation medicine. 
It was designed for attachment to an Air Force in a theater of operations in order 
to provide special aeremedical services that the headquarters medical section of 
an air force was not -equipped to furnish. The theater Air Surgeon expressed a de- 
sire to inaugurate such a program in the theater, bat owing to the fact that 
safficient grades and ratings to organize a Central Medical Establishment did not 
exit within the offices of the air force surgeens, he wrote to The Air Surgeon, 
Army Air Forces, requesting further information aad advice regarding the aatter. 
Ia reply, the Air Surgeon stated that mo Central Medical Establshzents were avail- 
able for deployment in the Troop Basia; and ke recommended that, if it were in- 
possible to inactivate a sufficient nusber of units within the theater for this 
purposes, the theater commander should be furnished with a detailed sunomary of 

the need for a Central Medical Establishment and the services it would perform 
"in order that the War Departezent wight be informed directly from the Theater of 
the conditions which made this type of mit essential". In confermity vith this 
suggestion, a letter outlining the need for this wait was prepared ty the Sur 
geon's Office, Pifteenth Air Force, endorsed by the theater Air Surgeon, sent 
direct to Headquarters, Army Air Forces, and referred to the Air Sargeon for 
aetion. Efforts ef the Air Surgeon's Office in Septenbder and Oeteber to secure 
euthorisation of personnel for a Gentral Medical Establishzent for the Twelfth 
and Fiftcanth Air Forces from the Zone of Interior were unsuccessful. 


It was felt by many surgeons thet fable of Organization ratings of 
medical and dental enlisted men performing technical and administrative work 
were not commensurate with their duties. Medical enlisted men were dissatisc- 
fied with their ratings in comparison with those individuals in other branches 
of the Air Forces, and dental enlisted men and some dental officers thought that 
they were discriminated against in the Tables of Organization in comparison with 
medical enlisted men and mezbers of the Medical Corps. 


An effort wae made in the fwelfth Air Force te base promotions of 
Medical Department officers ac far as possible on merit as well as length of 
service, a policy that caused so much dissatisfaction on the part of some 
individuals tiat they chose te transfer to Ground Force units. In gncral, 
the ranking officer of a unit was chosen fér any new assignaent that might 
lead to promotion; thus an oppurtunity was created whereby the officer next in 
rank might become gurgeon of the unit. ‘The Air Force Surgeon disapproved of 
a practice that had been found unsatisfactory in the Ninth Air Force, namely, 
that of persusding the commanding officer or enlisted men beyond fable of Or- 
ganization allowances for the medical section at the expense of other branches. 


It was foreseen that this procedure would Likely lead to a requést 
for the reassignzent of such overages by a new commanding officer, as well as 


general dissatisfeetion on the of nonuedical personnel. nH 
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TRUE BXTRCT COFY OF MEDICAL SUP OCE OF THR USaay IN THE MEDI TERRANRAR THEATER 
HICTORIGAL SkCTION ~ APTAS, 


The reverse of this practice, however, wes apparently not eatircly 
absent, ecpecially with respect to enlicted men. One wing surgeon noted vith 
displeasure that ratings authorized the wing surgeon's office by the pertinent 
fable of Crganiz«tion were appropriated by other section of wing headgparters. 

& siailar situction with respect to the squadron medical sections of an Air Depet 
Group existed over an extended perfel of tine. 


¥hen plans were being wade for the invasion ef North Africa, it was 

foreseen thet there might be a diglocation of large nunbers of troop: from the 
wnite responsible for their medical care. To eupply this deficiency the Kedi- 
eal Detachment Dispensary, Aviation, was devised. Since no Table of Organizate 
ion for eveh a medical unit existed, a manning table was set up authorising two 
officers (including one Deatal Corpse officer) and eleven enlisted men. The 
equipment thet mort nearly met requirements was that of the Air Bese sated Aid 
Station. 


In the interim they operated wader great difficulties with equipment 
and eupvliee precured from whatever source evailstle, In the forward aress, 
Oving to frequent enemy air attacks, they were loexted underground. Y¥oeod for 
heating water and other “suoplies had to be preewured at ea distance of from 10 
te 15 miles at night by detachnent wen. However, in spite of these difficulties 
their uzefulness was wiquestionable; im fact, according to ome observer writing 
in Harch 1943, "the most cowpletely eatisfying and useful medisal unit with the 
Air Porces in thie theater 12 the Aviation Medical Beep cc 

} } ar ed ey 

2 Ke Colonel, “& 


RESTRICTED 365 


(r) 
RESTRICTED 


EXTRACT COPY OF PERTINENT MATTRIAL CONTAINED IN AIR FORCE MEDICAL DEPARTMENT 
HISTORICAL RFCORDS OF WORLD WAR II. (lst Bombardment Division 44) 


"A succinct and shrewd analysis of the picture in a bombardment group 
is illustrated in the following quotation from the writing of one of our 
Group Surgeons: ‘From the standpoint of the number of personne] to be 
cared for, the rank of the unit surgeon is certainly adequate, but in order 
te be cf most value in his staff positions the unit surgeon should be one 
grade below that of the wnit commander. For example, if the Commanding 
Officer is a Lt. Col., end the Squadron Surgeon a Captain, along with 
dozens of Captains of varicus branches, especially Air Corps, and these 
Captains are not comparable to Squadron Surgeons in age, education, or 
attainment, and in most instances are their junior in point of service, 
the tendency is to underestimate the capabilities of the Squadron Surgeon, 
particularly by the young officer who has attained the same military posi- 
tion five or ten years before the Squadron Surgeon... Also there is a ten- 
dency in military life for rank to be associated with rank and the contrast 
in this case seems to be a bit toe great. Inasmnich az the position and 
value of the medical officer depends almost entirely upon his liaison 
with command rather than his professional ability, it ie felt that an approxi- 
mation of rank would make his services more equitable to the organization.‘ 
The author sugsests also, that the medical enlisted man be rated corres- 
pondingly in his rank in the military comumity. Altho the quotation covers 
the bombardment station situation very adequately it does not touch on the 
' Division Headquarters organization,” *#t+# 


atime "The one unfortunate oversight in T/0 for enlisted men seems to 
have occurred in the Heacquarters Squadron of a Bombardment Division. Althe 
the station strength constantly runs in the neighborhood cf 1000 persons, 
only five medie?1 erlisted men are authorized the Headquafters Squadron to 
care for this large mmber. It is recommended that the enlisted men authori- 
zation in any new 7/0 be proportionate in strength to the Bomb Group, both 
as to number and rank. This situation was corrected to some degree in 
September 1944 by changes in T/0 of Bomb Groups, allotting the majority of 
the medical enlisted personnel to the Bomb Group Headquarters and leaving 
enly five each to the Squadrons. Since this change occurred almost concur- 
rently with the assignment of the Medical Dispensary, Aviation, (RS) and 
the dissolution of the medical personne] average in the Station Complement 
Squadron the net reeult in functional organization was quite setisfattory 
except for the matter of ratings and rank,” ##100 


anttH'Tn Air Force units the medical personnel see ever changing 
groups of flying personnel constantly coming and going and rising in rank 
with a rapid speed. The medieal people, who are under-ranked to begin 


Se : 
~ K. 20. colonel, MC ! 
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EXTRACT COPY OF PFRTINENT MATTRIAL CONTAINED IN AIR FORCE MFDICAL DEPARTMENT 
HISTORICAL RECORDS OF WORLD WAR II. (lst Bombardment Division 44) Continued 


with, soon have removed that incentive to combined effort which aspiration 
to higher rank supplies. This fact coupled with the absence from definitive 
medical activity, continued long absence from home, and the placing of too 
much stock in unfounded optimistic rumors all are responsible for the lowered 
morale and efficiency. To combat this lowered morale and efficiency and to 
improve the character of the medical service to the Army, the following 
suggestions are offered. 

"First << That medical and dental officers on duty overseas be rotated 
back to the sone of the interior after one and a half years overseas duty 
and be given a hospital assignment in their preferred specialty for a 
period cf six months and at the end of that period they be reassigned to a 
position similar to the one they have occupied, overseas again, if in keep- 
ing with the strategy of the Air Forces. 

"Second -- That the T/O rank for Medical and Dental officers be increased 
in the tactical units to correspond more closely with the dignity and respon- 
sibilities of their staff duties. 

*Third «- That authoritative information on the planning for rotation 
and prefessional opportunities be disseminated more fluidly to the medical 
personnel in order to offset any unfounded rumors," *#Ht# 


wena "Tf an officer, after two years of Army service in the rank of 
captain, is not worthy of promotion, then it would seem that he is not even 
worthy of the lower rank, and should be reduced in rank or discharged for the 
convenienee and better functioning of the Army. If an officer is deemed 
worthy and deserving of promotion, then it might be considered whether the 
Aruxy would not profit by allowing the promotion, and thus encouraging said 
officer to further effort in the conscientious execution of his duties. 
Delegation of responsibilities and duties commensurate with an officer's 
capabilities might also be expected to stimulate in him an efficiency 
engemiered by pride in his work. It is conceivable that rigid adherence 
tp arTable of Organisation, for officers and enlisted men, may not always 
work to the best interests of the Arny." 


PXPRACT COPY OF PERTINENT MATFRIAL CONTAINFD IN AIR FORCE MPDICAL DEPARTYFNT 
HISTORICAL RECORDS OF WORLD WAR II. (Ltr. 31 July 1943 from Col. M.C. Grow, | 
Surgeon 8th AF, to Brig. Gen. Grant TAS) 


ennee "Tn the past our groups end wings have most always arrived in 
the U.K. with the medical officers promoted to the grade callef for on the 
T/O. When that is the case it gives us little or no change to make re < 


RESTRICTED 


RESTRICT) 5 


EXTRACT COPY OF PERTINENT MAT“RIAL CONTAIN®D IN AIR FORCE MEDICAL DEPARTMENT 
HISTORICAL RPCORDS OF WORLD WAR II. (Ltr. 31 July 1943 from Col. M.Ci Grow, 
Surgeon 8th AF, te Brig. Gen. Grant TAS) - Continued - 


assignment within the Air Force which may be indicated, *#+## IT Fully 
realise that it is the prerogative of the commanding officer to promote 
his officers but anything you can do to discourage the practice of pro- 
moting medical officers as high as possible before going overseas would 
be a great help. Many of the officers appear to be under the impression 
that promotions are haphazardly made overseas with regard of Table of 
Organization vacancies and as you know that is net the case. As soon 
as they find that they are promoted to the top of the ladder in their 
unit they tend to become diagruntled and apply for reassignment, but 
there ig no place to put them which calls for a higher grade. Conse- 
quently their morale suffers quite a blow." ##*# 


(Memo, 22 March 1944 from Surgeon, Air Service Command, USSTAF to Gen. 
Grant : 


sannh "1, The allotment of grades for redical department enlisted men 
4m combat units is too low; morale among deserving enlisted men in this 
-eategory would be greatly improved by boosting the allotted grades both 
in headquarters and squadron medical sections. 


*2. In consideration of the responsibilities and usual professional 
activities of group and squadron flight surgeons as compared to the re- 
sponsibilities, training, and activities of their line officer colleggues, 
it seems definitely indicated that grades for group and squadron flight 
surgeons should be elevated." s#tH# 


(Ltr. to: Whomever it may concern dtd 6 Feb. 1943 Unsigned (submitted 
by Col. Robinson, but probably prepared by Maj. Rergerman) 


"The provision made in the original 17/0, Allotments and Grades. for 
Metical Enlisted Men, were grossly inadequate for the men who are now 
filling the various positions and responsibilities that have been placed 
on them, This has resulted in unrest and diacontentment amongst the 
medical soldiers since they have no possibility for advancement. There- 
fore, it is felt that their reason is entirely justified and that some 


correction should be made.” ss 
ty ks ae colonel, HC 
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EXTRACT COPY OF PYRTINENT MATFRIAL CONTAINED IN AIR FORCE MEDICAL DEPARTMENT 
HISTORICAL RECORDS OF WORLD WAR II. (31 Ftr. Grp.). 


wenne ©... medical personnel have not been able to rise beyond the grade 
of corporal or sergeant because of T/O limitations while their associates 
with whom they live and eat and who are Air Corps troops have frequently 
risen from Pvt. to T/Sgt. or M/Sgt. in the same length of time. It is 
felt that the promotion policy for Air Corps treops if continued should 
be extended to cover such assigned persome] as Ordnance and Medical 
Department troops rather than have them under a separage and relatively 
limited T/O. It is likewise felt that there should be some flexibility 
in T/0; e.g. instead of a T/O calling for six privates it should call 
for six privates or privates first clasa.*#** Suggests rotation of NC 
officers between field and hospital duty of perhaps six months.” *#tH# 


(lst Av. Sq. = NTO - Personnel) 


aene® "Tt is felt that the grades of the medical personnel as set forth 
in the T/0 are inadequate. This discrepancy is all the more noticeable 
when compared with the grades in the other sections or departzents of 

the Squadron. The medical personnel in this squadron are well trained 
and specialized in their work as much so as an airplane inspector, welder, 
ete., and grades should be commensurate with their skills.“##### 


(IASAC), 1-17 = NTO: Medical Supply) 


"At Casablanca, a similar problem was developing with regard to 
air force casuals as had been experienced at La Senia. In order to give 
the personnel medical care, medical personnel were made available upon 
recommendation of the Medical Section through the 37 Air Depot Group. 

By March 1943 the problem that was to dog the Medical Section, 

its existence, had presented itself. This was the problem of distance, 
of many miles and the many hours between air fielda and hospitals and 
hospitals and medical supply depots. The first two fields to present the 
problem were the ones at Marrakech, and the other at Ras Fl Ma, just west 
of Fez, both places were about 150 miles from Casablanea and therefore 
that distance from hospitals and supplies. To meet the situation at these 
fields as they developed, it was frequently necessary to act first, and 
later to obtain authority for what was done. Cots, blankets, nicroscopes, 
bed pans and other essential paraphenalis were issued on the order of the 
medical section by the 2nd Medical Supply Platoon. The same principle of 
action obtained for ambulances. It was possible, therefore, to give good 
quarters treatment locally at isolated fields, to evacuate promptly, and 
yet to have the landing strips adequately covered at all times.“ ###+# 
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a Personnel: Frequently tly inadequate from the poiat ef 

: | View of selection, but adequate in number. 
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marked improvement was affeeted later. 

seston & 


faatical acvonsaisaupstnse pr sngone met, frequently 
seecmsealipy oacenaneate conditions, 


&fien§ - Hospital ships: Beellent 


Outstanding Deficienties Reted: 1) Persennel, training and special equipment 

for Sanitation and Public Health in captured Pacific Islands; it was aot watti 

1944 that these activities rose te ee — levels in the — 
lagged 


Officers (Line) were almost wholly rveapensible, In one campaign the occupation 
ferces lost approximately 60,000 man days from Dengue and Rysentery in the firs} 
sonth ashore. Later, when the Gecupation Gommender wae informed ef this 

plus the fact that conservatively 78% of this lose could have bese prevented if 


staff officers from fmetioning im the first two weeks, he merely shrugged his 

@hovldere. 2) Assignnest of medical efficers for Civil Affairs sarily in the 
e@cupation phase of Pacific Islands «as ineficquate. In one ialand, vith a know: 

pre-war aative population (American Hationals) of between 22,000 and 25,000, 

only twe aedical — despite ne 

officer, teesseees 
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TRUE EXTRACT COPY OF MEDICAL SUPPORT OF THE USAAF IN THE EUROPRAN THEATER OF OPERATIONS 
RISTORICAL SECTION - AFPAS 


Oseeeeeee F, *Theee general problems of organization and administration con- 
fronted the Eighth Air Force during the imsediate months following the arrival 
of the first units in England. They involved issues concerning the supervision 
of the echelon medical service; the establishzent of medical policies and pro- 
jects relating to evacuation, heespitalisation, and supplies; the failure to pro- 
vide casual medical personnel for assignment vy the surgeon to units that were 
without Tables of Organivation; and, finally, the difficultées associated with 
the assignment of key Medical Department officers to Medical Section, Headquart- 
ers, Highth Air Force, and the four Air Force Command Headqaarters fer duty as 
special staff officers. 


- Phe lack of sufficient experienced personnel for the organisation of 
the medical services of the Bighth Air Force was due to the failure te provide 
early in the war an ample mumber of qualified medical officere for any other 
then the major key positions and the policy, made necessary by the projected 
size of the Air Porces, of delegating detailed control of medical matters, in 

so far as possible, to the various command surgeons® offices. The major pesi«- 
tions at this level demanded the highest type of trained and experienced per- 

sonnel and as appointments were made to fil) them the experience level cratanciy 
declined, Brentually, it became necessary to train capable efficers in the 
theater in order not to prelong a delay in the functioning ef the surgeons’ 
effices in the commands. 


From an administrative standpoint another Siena’ preblem of *com- 
siderable concern® developed, Before leaving the US, the Surgeon of the Bighth 
Air Yorce made a study of the units imvolved in the Belere Plan wiich foregast 
the sending of 230,000 troops to the Buropean Theater over a 10 month period. 

It reveled that ef this number approximately 50,000 service toops would event- 
wally be sont overseas without attached medical, veterinary, or dental personnel. 


The plan prepesing a Neterinary Pidtoon, Aviation, received faverable 
consideration. It provided a headquarters and one detachment consisting of one 
veterinary officer and two or three enlisted men of the Medical Department 
(Veterinary Service) for any air force consicting of 26,000 treops or more. One 
detachment would be added for each additional 25,000 treops, The chief admin- 
istrative officer ef the organization, the pleteon commander (later designated 
as BRighth Air Force Veterinarian) was given command and staff responsidilities. 
In the latter espacity he would have supervision of the Air Force veterinary 
service and serve as an assistant to the surgeon, 


The detachuent commander would be responsible te the plateom commander 
for the technical administration, training and operation of the detachment, As 
attending veterinarian in the area, hé would be required to inspect the food and 
ail ee ee 
vision. 


fhe Platoon Aviation Detachnente, accerding te the plan, would function 
on an area basic, their personnel being attached to seme coutrally leeated station 
for rations, quarters, and supplies. From this point they would render veterin- 
ary service to all stations and sirdromes withia the area regardless ef whether 
they were i ty bomber, fighter, or other command waite. 
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RUB EXTRACT COPY OF MEDICAL SUPPORT OF THE USAAF IR THE BUKOPZAN THEAT IR OF 
OPERATIONS, HISTORICAL SSOTION - APTAS, GOTIHWUED : 


The dental officer personnel ratio stood at 1:;1300 on the first day of 
January 1944. This "gross inadequacy* of Dental Corps officers was partially 
@eorrected by the establishment of a Dental Detachaent at Large, but the ratio of 
total personnel strength to dental officers strength was still too high on 31 
Decexber 1944 to permit the degree of dental strength of service desired by the 
Righth air force. 


The morale of the Bental Detachnent at Large was somewhat low. The 
pergonnel was on detached service and attached to the various service and tacti- 
eal groups for rations, quarters and duty. Often they were not considered as 
being mexubers of a permanent organization. Since no previsions were authorized 
for the administration of the Detachment, it was a constant source of annoyance 
to the Kachine Records Unite, to station surgeons, and all administrative channels 
with which ite personnel came in contact. 


The circumeatances responsibie fer shortages of medical and dental per- 
sonnel during the first half of the war peried were of early origin. The scatter 
ed evidence, though at times somewhat confusing, indicates improper utilization in — 
several instances of the medical ferce in the thester itself, the existence of 
questionable pelicies, and a lack of trained personnel. 


The allotment of medical vfficers and enlisted nen in the Air Forces 

was governed prizerily by three basic considerations. In the first place, The 
Adjutent General decided in Pebruary 1942 that the Army Air Forces would be res- 
ponsible only for the medical service within the Army Air Force unit in the 
thester of operations. Secondly, the supply of medical pereounel for the armed 
_ Lercee was limited; and, finally, the medical needs of an Air Foree cnit were not 

commensurate to that of the Ground Forces. The latter, it wae pointed out, usuale 
ly engages at least two-thirds of it: personnel in close combat for prolonged 
periods, Consequently, the casualty rate is high, frequently azocunting to 15 
percent or more in a period of twenty-four hours. The assignuent, therefore, of 
a large proportion of the gedical personnel and equipment to them was regarded 
as necessary. On the other hand, the Air Force units fight enemy piecemeal for 
short perieds and seldom engage more than 10 percent of their personnel. The 
Casualty rate ic correspondingly lew. In the Far East it was less then 1 per- 
cent of the total strength in a periog of twenty-four hours except when the wits 
were caught without preparation and warning. ‘Therefore, the Commanding General 
ef the Army Air Forces directed that a minimum gut of 35 percent be made in the 
medical personnel and equipment for all arms and services with the Army Air Forces. 


fhe Office of the Air Surgeon in pursuance of the order reduced ali 
tactical group hesdquarters end headquarters squadrons from sixteen enlisted men 
te three, eliminated group headquarters aid station equipment, and disbanded all 
medical detachments astigned to the air depot group fer the yetpees of operating 
a disgpendary. | 


She emmacttoh of the reduction in force order explains, in part, by 
the request of the Bighth Air Force, in June 1942, to imrease the uusber of its 
medical officers from 479 to 723 snd its dental officers from 146 to 293, and te 
provide one veterinary officer and one veterinary assistant for each of the 70 
airdromes scheduled to accommodate approximately 3,000 troops, was turned dow 
Lo ee eee ‘England and regarded as veing *dianetric- 


le 


TRUE EXTRACT GuPY OF MEDICAL SUPPORT OF THZ USAAF 15 THE BUROPRAN THEATER OF 


OPERATIONS, HISTORICAL SECTION = APTAS, COVTIgUED 


ally oppesed to Yar Department policy*. 


An effort was pat forth to justify on other grounds the denial of add- 
itional medical personnel to the Sighth Air Force. It was suggested that the re- 
duction of medical personnel and equipment, as authorised by the revised Tables 
ef Organisation and Tables of Basic Allowances, would mot impair the medical ser- 
vice because operations in Bolero would moat likely be of @ more stabilized natare 
than those in the Far Bast and Australia, Here, the medical sections, as staffed, 
were functioning satisfactorily, Dental Officers, it was explained, had never 
been procurable at the ratic of 1 te every 750 men, Furthermore, the need for 
thes in this proportion would not exist in combat sones where dental service should 
be restricted to emergency treatuents. The reeeption and replacement Ceaters were 
the proper places for complete dental care. 


The unavailability of medical personnel furnished by the Manpower Goma- 
ission during 1982-43 was the "basic barrier® in providing the Air Forces with 
saitable medical personnel. On 23 February 1943, Gen. B.H.¥. Grant, fhe Air 
Surgeon, wrote Col. H.C. Grow, Surgeon, Eighth Air Force, that “Because of short- 
age of medical perzennel available te the armed forces, we were required to cut 
out requirements (as of December 1943) by approximately 5,000 medical officers. 
With our rate of expansion, in the future I can see a shortsge of medical per 
sonnel almost as bad as when pou were in the GHQ Air Porce, 


The point has been reached " whore an increase in one place had to de 
dalenced by a decrease somewhere el se*, 


The suggestions and prepesals sdvanced to alleviate the shortage ef 
medical personnel in the theater involved the training of personnel, the provid- 
ing of casuals, mobile dispensaries, and flexible Tables of Organisation. Thdr 
primary purpose was not only to increase the maumbers of qualified medical efficers 
wat to introduce an element of elasticity in the medical orgenization of the Bighth 
Air Force in order te effect a better utilisation ef the existing supply ef train- 
ed personnel. Some were approved, others rejected and subsequently appreved, and 
@& wanber definitely disapproved ty higher authority. 


Two proposals were made by the Surgeon, Righth Air Force, te alleviate 
the situation of these isel:ted groups in the theater without medical servics. 
His efforts to secure a Gasuel pool from which to draw medical effieers for appeint~ 
mont to these isolated groups were continually turned down, as stated earlier, by 
higher anthority on the ground thet they were "go grouped as to receive medical 
attention from other Army Air Force units. Oa the other hand, his suggestion that 
amall mobile dispensaries on the basis of 1 to each 5,000 treope be provided to 
render them medical service resulted in the formation of the Medidel Dispensary 
Detachzent, Aviation, for use in the theaters of operation. Bven thengh the waits 
were partially motorised, their personnel and materials were of such a acture as 
te permit easy transportation by air. 


Wak noah fae A metre Shactlbe Rennie Gin chisk cad ies te 
@iceretion on the part of the surgeon in distributing sere igor was coatinu- 
eusly urged and supperted by fasta, Seeenesss 
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THUS COPY EXTRACT FHOK AIR EVALUATION BOARD SWPA REPORT NO, 25, HE MEDICAL 
SUPPORT GF AIR WARFARE IH THE SOUTH AND SWPA FROM DECEMBER 7, 1941 to AUSUST 1946, 


Soassese PF, "fhe organization of the me@ical services of the Fifth, Thirteenth 
ana Ver Kast Air Yorces followed the gem ral psttern laid dewn ia War Depart- 
went and AAP regulations and T/6's.. However, the rigid erganisation imposed ~ 
Wy these directives did not permit the assignment of medi: al officers aecerd- 
ing to the requirements which existed in these theaters. Certain units were 
everstaffed with Medical Officers while othera were aarkediy understaffed. A 
wnit operating as an entirely in one erea required fewer medical efficers than 
when individual sections of the unit were established in widely seperated areas. 
In addition, there was no position authorized in #/0's for certaia personnal 
whose nesignzent yoo the Air Jorees was absolutely aeecesary in order to falfili 
the mission of the Medical Department in these theaters. There was no pool ef 
medical officers frem which pereonnel could be draw in case pecition vacancies 
occurred due to sickness, death or other emergencies. It was believed that 
euch a pool would have made pessible the rotation of Air Force Hedical 6fficers 
inte hospitals where they could refresh their medical training, Persounel in 
the pool, therefore, would have been employed at all tines. 


A eimilar deficiency in Dental Officers occurred in these theaters, 


As a & the dental health of Air Force troops beeame progressively poorer, 

The of Dental and Medieal Officers required te perform the necessary 

daties efficiently ves greater than the aunber authorised in existing 7/2's, *eeeee 
mE PORLY COLOSEL, HC 
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TRUE EXTRACT COPE: (Extract of statements made by Colonel Thoms J, 


Hartford, HC, USA on 23 April 48 at interview 
with Subeomnd:ttee on the Employment of Military 
Medical Resources) 


wie NP, I felt that the unite were not too bad, and if I hed 
the job tomorrow of creating new units, I wouldn't need very many 
that we don't have, I think the ones we have perhaps can be 

_4mproved on, I don't think wo have the answer yet to a holding 
units in other words, the installation that holds the people om 
the air fields. And i think thet we ought to have som type unit 
. that assembles and makes some use of captured ensry equipmnt 

yather than be tossed arouhd the battlefield like it was in this 


' wars but eside from that, I don't have many recommendations on 


unite, unless somone has something they want to bring ups 
I don't think you would ever have enough personmel and 


I saw that training; but there are certain thince' that you can cet. 
experience api training only when you are pretty close to that 


ove 
YY gene ra eb I think we 
a little ue 4h Go aes Gece 


than 
Commmication between medical units was not setisfactory, . 

We wasted personnel because we had no 
it. It meant the establishment of many embulance relay poste 
other installations foe which no T7O was provided in : 


have comumication end probably in the future conflict 1¢ will be 
: ea probably should parallel the 
unit that ie being supported. I still think we need a little 


° - 


| ae of females in medical field units is definitely 


co they are » fen frefess! chal feas ERS HP angbely ten pela 
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neuseee "£, a tribute it ought to be the murses in field 
hospitals insofer as the Aray is concerned, 


. I didn't have any experience in moving females, I don't 
know whether they hampered the movement of units, or not, I 
couldn't say, I think they probably do somewhat, tut by and large 
it's to be remembered they are all volunteers and they didn't give 
us too mich trouble, *#HHHE “ ‘ 
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SRUR SATRAC COPY (Ltr Lt. Col waltcr J.jieuter,Dental Corps, dtd 11 May 48) 


ooscevess F, YAuthorization of Dental Officers. g, Deficiency - The number 

of dentsl officers provided by Tables of Organiastion wae deficient by epproxim:.te- 
ly 50%. In 1944, Tables of Organization for the Fifth Air Force provided den- 
tiste at the ratio of 1 - 1941. In the 13th Air Force, Table of Organization 
provided dentists at a ratio of approxiastely 1 - 2000. In Nowember 1944, the 
Yifth Air Force had twenty organizations each having a strength of less than 200 
wen, five organizations with a strength of less than 200, three organizations 
with a strength of lees than 400, one organization with a strength of less than 
80, end one organigstion with # strength of less than $00, none of waich had s 
dental officer authorised. They comprised 32% of tne total strength of the Air 
Serce, The situation wae similar in other Air Forces. In the Far Eastern Air 
Yorce, Tables of Organisation early in 1945 provided dentists at a ratio of 

le- 1903. In Jume 1945 tris authoriz tisn war augmented by 62 officers by the 
activation of 62 dental operating detachments, In the Zighth Air Force, in 1944, 
dental efticers wore provided by Tables cf Organiz tion at the ratio of approx 
imately 1 - 2050. This was augmented by the activation of the Kighth Air Force 
Dental Detachucnt (At Large) in Noveaber 1943, providing for 108 additional 
officers snd sstabliehing a new ratio of approximately 1 - 950. This inadequate 
provision of dental officers by Tables of Organisation existed in all Alr Forces, 
In some Air Forces it was compensated for by the authorisation of dental detach- 
ments. In some Air Torces this was achieved as hostilities ceased, ». Unf-vor- 
able Effeats - Those Sir Forces in which an additional authorization of dental 
officers abo e the regular 7/0 allowance wos not obtained, er in which it was 
abtained late in the war, were very wach understaffed. vental officers were 
grossly overworkei and were able to meet only the most argent requirements. 

Hany smal] iumits and dcteshments in isolated areas were witneut dental service 
for extended perfois of time and larger units were underctaffed. fhere is no 
doubt that cany a tooth has been lost because the necessary attention was not 
available at the time it was needed. Ewbarrasement no doubt was avoided by the 
good fortune thst there was not an outbreak of a eerious epidemic such as 
Vincent's Stomatitis. 


S Necommonastions - Authorization of dental personnel by one of the 
following methods, of which the first is mueh preferred; 


1) In edition to the staff dental officers at the various Air Force 
and comand headquarters, provide a blanket authorization of dental officers at 
& Patio of 1 - 10° (or other predcterwined ratic), the actual dental officer 
requirement thercby being determined by the strength of the air Force; dental 
officcre ts be assigned not to unite as groups and the like, bat to dental detach- 
ments of vericus sizes with artroved Tables,of Organization; deatal detachsents 
to be actiy ted and deactiv:ted according to the fluctuation of the Air Yorce 
strength; «11 dental personnel to be under the immediate control of the staff 
dental officer of the comand; dental enlisted personnel to be authorised and 
assighed onthe same basis. This vlan was employed in the Third -ivision fa 
Yrance during the war with great success. . 


2) In addition to the staff dental officers at the various Air Force 
and command headquarters, a limited number be provided for in Tables of Organi- 
sation of tactical units and the romainder authorised in such mumbers as will 
establish the desired officer personnel ratio; thése additional officers to be 
assigned and under the contrel of the staff dental officer ae in 1) above; en- 
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TRUE EXTRACT COPY (Ltr LtCol Walter J, Reuter, Dental Corps, dtd 11 Kay 48, OORT, - 


listed personnel to be provided in the same manner. This plan was utilised 
successfully in the Sighth Air Force, with the exception that officers assigned 
te the dental detachment and on detached service with a unit knew and felt that 
they 4id nct have the privileges the unit dental surgeon had and therefore felt 
they were being discriminated against. This was a minor yet a setae personnel 


problem, 4#seee 
TEAR onel oa 
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TRUE COPY EXTRACT (Letter, Near Admiral CG. 3,Cammrer (MC), UsSeNe, 
Retired dated 21 


anew "ADT acceptable ‘edicd persame], should be carefully and 
thereughly serwened PHYSICALLY, PROFFSSIONALLY and RACIALLY and 
@ily assigned accordingly, follering the standard course of ine 
doctrination, in brief, tthe right man for the right job insofar 
@8 experience and exigencies dictate. Much cam be accomplished and 
gained by the adoption of such an over-all policy."  #r-s 


| | : 
TRUE COPY (Extract ltr James E, Hix, Lt Col., C (Resigned) 11 April 1948) 


wmwv"'The tactical organisation will have to change with the change by the tactical 
boyse I visualise the next as almost entirely air until occupation time arrives. 
Get you a good air transportable unit-—keeping it mall and plan air evac to the 
specialist centers ip the ,one of the interior, Use only that portion of . 
logistics which refleot on experience by air, toos the rest by the boarde True 
your'e gambling, but in the next oneewyou better be right. There probably 

won't be time for many oo 


a 


= 
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TRUE COPY EXTRACT (Letter, Colonel Robert E. Peyton, MC, USA 
dated 19 April 1948) 


Sanne Thie is certain: Within a theater of operstions the 
chief surgeon sust serve his commander. He cannot serve two 
masters -- that sort of thing has never been possible and never 
will be. Failure is inevitable if it is assumed that the desires 
ef a chief surgeon are to be paramount to all other considera- 
tions of the theater commander. . The medical service cammot do 
just what it pleases and when it pleases with complete disregard 
to what the theater commander determines to be necessary to win 
victory in battle, #1" 
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‘§RUR COPY EXTRACT (Letter from Rear Admiral A, EH. Dearing (MC), USE 
dated 28 April 1948) 


eaeee "(f) Medica) Department organi,ations from the standpoint of 
personnel, equipment, tfaining, and mission or tactical requirement. 


The original Naval mobdile hospitals were excellently equipped, 

. had well trained and sufficient personnel, ‘They vere, however, %00 
immobile for rapid movement within the field. However, if provided 

im sufficient number to allow for a period of at least six months during 
which the hospital buildings may be broken down, shipped and set up in 
another area, they provide an excellent dase hospital for extra con- 
tinental use, There Gas considerable criticiem of these hospitals in 
the South Pasific ae being too luxurious as compared to Army evacuation 
hospitals which were of about the same size and were suppesed te ba. 
placed under canvas. I believe that housing of the type utilized by 
our mobile (Fleet) hospitals is excellent and that its use should be 
coatinued for the efection of base hospitals. The utilization of the 
@ components for hospitals in the more advanced areas is probably 
preferable, "eese 
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en aluost impossitile-toeunderstand ability to overload, 


farvolt, MC, U.S.A. on 22 Ap 
fh Subcom an the Euployment uilitary Medical Resources 


enue “My enswer to (¥) 1 is naturally limited to persqal observation, 
Almost every unit I had occasion to use was deslged for sasething else 
and had tc be remodled, That does not, in my opinion, reflect any error 
on the part cf the covar-all planning, I think that my field hospitals 
were perfectly good fleld hospitals, As far as I imow the unite and cre 
ganizations set up by the surgeon reneral's office let me Bay, 
reasonably sufficient in personnel te do the job that people in the 
surgeon general's office thoucht they were going to do, The fact that 
in I puess every theater somes et loest were used in other jobs and caused 
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_ necessitated rebuilding I don't think should refleat on basic planning, 


I have no recommendations or reference to any particular wit that I think 
was inadequately staffed or had inadequate facilities, These chservations 
were for the most part based on peak loads and emergencies, and every unit 
that I had cantact with during combat was overloaded I suppose as much az 
every other unit, and every other theater was cverloaded during combat, 

ZI will say that t think the medical wits and medical personnel showed 


*(F) 2. The latest unite to com’ to my attention overseas=—by 
that I mean the oes that left the states the latest—whowed evidence 
of least ancunt of training, and I think this was probably due to going 


. Stale, losing enthusiasm and loss of persomiel at the wrong time, I 


don't think that reflects anything other than the war was coming to an 
end and they were getting to the bottom of the barrel and were making 
units hurriedly and not giving then the amomt of properly-balanced 
training thet they had been getting during the major portions of the 
Wars 


"Wastage of doctors comes inte this picture very definitely and 
T have already covered that in previous statonante, 


"(F) 3, I heve only ome suggestion on giaring deficiencies in 


_ the equipment of medical unite that I noticed in every single medical 


wit, aid thet was in lighting- equipment and adequacy of generator 
systems furnished, Various units had thelr own deficiencies, but this 
I would say was universal in every medical unit I sew, 

"(F) he If unite are restricted to table of organisation 
ment, I think it would be far bette to stock advance bases for rma 
equipment ari let the unit pick it up, If units are going te be pare 
mitted, as they were in sone theaters and under sone conditions, to 
personalise thelr equipmente-and I think it's fine when they can do ite 
then I think it's much setter from the morale standpoint to take their 
om equipment alone with them," R 


cont'd le 
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ERTRACT OF STAT SM ONTS HADE 2Ys 


Sout Feolacta i Westacvelt MC, Ue Se Ae on 22 April 198 at interview 
wit Supcomalittee on: a Erp lovne of Military siedical “csources 


"Yost, a if peomitted, cet heavier by the minute, They pick 
up everything they can to make themsclvss comforta>vle and homey, and 
as long as that doesn't interfere with the Logistics’ effort of the 
comand, I am heartily in favor of it, : 


"(P) 5S. I can't think of any specific now units, i have civen 
this a lot of thought. IT have talked it over with cther pecple, As 
you inaw, tacre are judifications being wade in sises of units, in 
eortain specific functions cf units; I can't think of any particularly 
new unit that should be added, 


- “(F) 6, The plaming fiyures for a specific task was done by 
specific headquarters, As far as I am concerned, the medical heade 
quarters or the medical agency in the headquarters planning any task 
in which I had any cumection whatscever planned adequate medical sup~ 
port. That medical support was not available, therefore, I assume 
that that reflects plannin-: at the top level for the cverall tasks, 

I assume that there was a weeakdowm or an inadequate amount of plaming 
or inadequate result of planning at the i.ighest level due to, I am sure, 
perfectly unde:standable factors wiich I have no inowledce of, wer 
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TROL COPY KAPMACE OF INTZRVIEW WITH MBAR ADMIRAL } & WiLLourts (no) Ua 
4 Ray 1943, : 


aesesees F, *In both your experience at San Diego asd ia the Pacific, whet was 
your ectimate of the efficieney of the different nedical departaent units a 
far es thove various component features were ¢oneerned fer the job necessary te 
ao? Deo you have any suggestions about nedifiestionus? 


REAR ADMIRAL VILLOUTTS: My Fenetion ef the San Diege Hempital - 


' and I spesk agaie of my hospital ~ was that ve fan a hespite!) thet was efficient 


because we had such alarge patient lead. Aaturaliy the Bigger the load the sere 
the per persoa lead will be cut dewn. Ye ran a hospital th:t cost as low as $1.36. 
I am mot mure of th:t figure, bat 16 was the loweet for heapitale, What? hy? 
Betaure the bigger the formula, the less it osst. So I think the hospitals om the 
Vest Coast were most efficiently run. Gertainly some of tho convalescent hospitals 
were expensiva. Sut thece poor devile rated svarything. Thay went wp to these 
besutiful kdlels and camps thst were provided thes fer convaleseence; and Ithiak 
it probably was money well spant, *e+ssseece 


PRUR COPY AXPRACT OF INTERVIRY WITH COLONEL YISGTL, CORMMLL, HO, USA, 30 April 1948, 


Seoceeee y, © Basieally I believe there should be more elasticity ac te mauber 

and veuk. Static %/0's de net vary with ciremestances enough. I know they are 

neGessaxy for allotzemt of manpower, but I velieve that within «a theater ability 
te deviate from that 2/6 oceasionally should be pemei tted, 


Greater use of Lintted-service persennal ia noa-tactical aedical unite; 
that is, not in the front line, tut in rear wnite. But that use must start at 
home in the peried of organization and training, not overseas in a working outfit, 
We could have used 75 percent Limited service sersonnel. fhe ausber varied from — 
23 to 28 per cent. The difference we could well bere epered as good husky nen, but 
naturally any comaonding office is going to resent having his mit tbreken uw after 
he hes tpent a year or more treising technicians, and they bad te ve protected; yet 
we would Mmve welcomed limited-servics persoasel when we were training the aes 
te begin with, 


Continuity of the unit in perecnnel is e great merele faeter and the 
earlier a group cas tbe welded the better they fusction, reining of unites vith 
@ll offieers and enlisted sen present is most important. Some of cur officers 


€44 not join until later. They sever vere through the training period with a group. 


i think aay unit that can be should be welded together in the taining period. 


BRIGADIER GUNYRaL MARTYE; Should we increase the femnle component in our 
field cod fixed unites, partiowlariy in the field of medicine? 


COLCBEL COMMELL: I would heve heen very glad te have had about one- 
third of ey unit female technicians, In fact, in 1936 and 7 vhen 1 broke down 
the £/6 for the firet general Laboratory while I was wp in BY, I shecknarked com 
Sata oquures fol Khe SAAESIBAALE Gad CC wedhad dud Bi @ Just shout 33 er 35 per 
Gent, and I made a little note on the form that theses may be feusle technicians. 
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 =¥ would like to aay thie: I would have been very glad to have had 
ther: sent to work erch day in my lateoratory am returned to their Wat barracks 
at aight, so that thelr control, living conditions and everything, wore apart 
from the wit. {| thought that could bave beon vorked particularly in our aed- 
feal center, I think girls could have been uced in all of those unite. We necied 
stenogrephers and typists. I hed nome. There wore girls that could have done 
it very well end there were girls who undoubtedly could have done « lot of other 
technics] work in all cf our laterstories. 


Of course, we are going te atrip the laboratories offeunie technicians 
in civilian life and we would be stripping them if we took thes in wartius from 
these hoenitels which are in need of then mow. Ye did that in World War I> ve 
stole techniciens from HY State, City Beard of Health, and all around the port 
of eumberkation. We sent then around and found that some of them did aot stand « 
exposure to the distant points as well. I Sim ene reaeon was thet we were send- 
ing one or two girls to a post te work in ao isteratery. ‘Theyd were not nurses 
nor 424 they live in surees* quarters. ‘They were on their own, They couldn't 
stand the strain for ene reason or ancther. Whereas when we sent them cut as a 
unit, as we did in thie war, the WAC unit, they had tae contrel that 7 think is 
neoeerary and had the companionship of course which is ales seceseary and proper 
supervision. 1 think they here a place, yes, but I thiak we should train some 
of them during pencetine and not strip the civilian institutions at the eutbreak 
of hostilities, eeeseesecs (ID (T oo 
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TRUE COPY EXTRACT OF INTERVIEW WITH BRIG. GEN. JOSEPH E. BASTION, MC, USA (RETIRED) 
3 May 1948 

eeeeeeeere BF, "Medical Department organiz: tions from the standpoint of personnel, 
equipment, training, and mission or tactical pequirement. 


Off the record. 


BRIGADIER GEN“RAL BASTION: Hespitalization and evacuation policies 
within the combat zone and evecuation to the communication zone and to the zone 
of the interior. Well, of course, I saw the stuff coming back, and I only got 
hearsay evidence that the thing seemed to work. I talked to patients and officers 
Coming back. As far as I know - this is just my own opinion ~- I can see no reason 


for any change right now, "#e*eee" 
CX. aie COLON ry NMC 
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{RUS COPY EXTRACT (from address of Major General Albert W. Kenner, MC, USA, 
13 May 1948) 


eese MAJOR GENERAL KENNER: "Getting down to the next question of Medical 
Department organization, and so forth, which is the next question, there 
is too much of that to be gone into in detail. However, I think there 

are two essentiale in any medical department organization, having in mind 
a type of warfare that may be somewhat different from that which ve had 

in the last two wars. I think mobility and flexibility must be stressed, 
that equipment must be limited to that considered indispensible for field 
units and reduced in weight by using the lighter metals, because a lot of 

_ oar medical units and equipment will have to be air borne if we are visual- 
ising the kind of war that I think we will be confronted with. 


We did have some of that, as you recall, in this past war. We had 
these air field units we could move in, in one 0.47, with thepersonnel and 
set down on @ forward strip. But assuming that ve are able to carry the 
war to the other fellow, that presupposes bases within a certain radius. 
It alse resupposes, in order to get into the other fellows territory, ve 
will have te be air borne, because the ports will mot be available to us. 
They will probably have been blown up either by ourselves or by the enemy. 
We are ako assuming that before we can invade we will have quite a bit of 
destruction on enemy installations and cities and that, thefefore, the 
only way to get troops into a combat ares on enemy territory would be to 
get them ia by air. 


Certainly everything counts. We must strip down to bear essentials 
for all medical tactical units with proper air available to us for medical 
purposes. We must depend upon rapid evacuations te properly staffed and 
equipped major medical installations somewhere in the rear, either bases 
er back tothis country, **9** 


eeeee BRIGADIER GENERAL MARTIN: There has been diecussion about the 
mumber of physicians who will be available te the medical service in 
case of another national emergency. Do you think that our medical unites 
overseas during the last war vere overstaffed? 


MAJOR GENERAL KENNER: Yon, I do. I think that in your bese 
installations, in many instances, they were overstaffed, overstaffed 
in the sense that their patient lead was such as te not require the 
staff available at any particular time. I believe, too, that our field 
waite on occasion were overstaffed. I .delieve that this was principal- 
ly the fault of higher headquarters, partly besause of our methods ef 
handling medieal waite. For instance, in an Army wait you have surgeon 
divisions committed. That division may suffer severe cagualties. And 
then we may have another division in support suffering very minor 
casualties. And we may have a third division im reserve suffering neo 
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Casualties. At one time all of them have the same complement, officers 
and enlisted men. 


I believe that an army Surgeon should be authorised to take such 
action as he deems necessary in the handling of all personnel within 
that army without reference to the Army Commander's G4 — that he should 
be authorized to meet a given situation as he sees fit. 


We know right off what he will run into there. This division 
commander is going to raise hell if the doctor comes along and wants 
to pull out some of his doctors and use them someplace.else. But 1 
think that Army Surgeon, rather than having to go through G4 and make 
a presentation of the situation and of his requirements and get a 
decision from G-4, should represent the Army Commander and make his de- 
eision in the field to meet whatever emergency may arise. 


I think one complaint of overstaffing was that here was a hospital 
sitting back off here with a half dozen patients, whereas several other 
hespitals up front were being worked to death. Those things are more 
administrative matters than actual overstaffing. 


We consider the reason we set up a certain 7/048 was because ve 
would have a self-contained, balanced wit, capable of properly perform- 
ing its function. Whether it is actually performing those functions at 
any one time is something else. I% seems to me to be a matter of making 
the most of what you have. 


BRIGADIER GEWERAL MARTIN: Would you extend that sencest te the 
shifting of medical and other branch equipment for the same purposes, 
without reference to 6-4 limitations — blanket restrictions on tables 
of allowances? 


MAJOR GENBRAL KENNER: I¢ is uy opinion, agein, that the surgeon 
responsible within hie owm sphere should be authorised by his commander 
to take whatever astion he deems necessary to earry out his mission and 
his responsibility for the medical suppert of the treops of that wit. 

‘ Fortunately, with George Patton, I had that mtherity. I could ge inte 
a unit and take out dectors and equipment, or amything else I needed te 
meet any situation. I apologized to the line somuander when I 444 it, 
wat I did it just the same bBeenuse I was supported by my chief. I think 
that should apply generally and bo a recognised consept of the medical 
service. If anvAray Surgoon vith responsibility to his commander is 
denied the authority te take definitive action in any emergency, then 
he is not needed at that level, *o%° 


eeeee Going on with this question (f), base and 2I supporting installa- 
tions ee ee 
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Extracts of Statements made by Brig Gen Robert Ce MeDonald, MY, USA (Be tired), 
al April 1948, — the Subcommittee on the Sup loyuomt of uifstary dical 
Resourcess 


: eevetuedica) organisations were gersrally overstatfed at the bagiming of World 
ite ae 


I think in the general hospital of a thousand beds we had something like 43 

medical officers, plus a large number of medical administrative officers and 
dental officers and others, making a total of perhaps over 60, We found out 
later that wasn't necessay, that perhaps half of that number of medical officers 
could do the essential professional work, turning over to nomedical personnel 
‘as much of the adainistrative and routine work of operating « hospi | a8 was 
practicable. 


"fhe specially qualified persomel available had to be spread thin enough 
to man all organizations" in the later stages of the wars "Medical equipment 
was adequate in most organisations, The development of special equipment for 
jungle warfare was outstd nding. The development in peacetime of special equip-- 
ment needed in Arctic climates is mst valuable and timelys The training of Medical 
Department Personnel was well organised, and generelly well done, The tactical 
employment of Medical Organisations was well planned and carried out," ae far as 
I knowe T did wot. serve in & canbat sats : 


the handling of the sick and wounded brought back fran Europe in the later 
stages of the war was well handled. In the Fourth Service Command we brought most 
of the badly wounded and seriously 111 patients—that is, litter putients-- in to 
Charleston, and fron there in the hospital trains operated by the Office of the 
“urgeon General they wore very expeditiously distributed to various hospitals. 


There did develop a great difficulty because of the distribution of our | 
general hoepitalsj nanely, badly wounded patients who were later to be aincharene 
fron the service could not be hospitalised near their homes. 


; cin wes s poliby aiviy ka Wie: was) sus We were-ateeld tin Uenenl or some body 
would be bombing over here, established by the War Departnent of not building 
general hospitals close to the Coast, 


eo ¥dile Naxghie of dts: Yate Secvies Gcunad over toes sh Misia 4 Ak, 
and I found I was terribly crippled by thate We had lots of population, but very | 
. general hospitals, I made strong recomendations that they abandon that policy 
and build hospitals along the Coast where they were needed The most, and they did 
‘do that in my own Service Comand. They established one out here im the 
Shenandoah Valley and in Richmond and at Philadelphia “ Pittsburghe We did 
finally get a chain of hospitals. ( 


I don't bel deve that we can base our distribution of hospitals on any such 
basis as‘thate It may readily be seen that theyperhaps should not be in the 
middle of great centers of population, but certainly they shouldn't consider the Const 
as so vulnerable that we can't put any hospitals arvwhere near ite | 
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‘The medical unite for the eommnic ations sone, particularly for the ‘combat 
sone, should have supplies and equipment to enable them to carry on for. a reasgon= 
able "periods That depends, of course, upon the location of the theater, upon the 
nature of the warfare, upon the strength of the are and various other factors; 

- but certainly as a geneng) rule I think some ae 30 days of expendable 


supplies for a combat unit would be reasonable in going into the theater, ani og 
Pweg He alloy ig ee ee ae ee communications anywhere 
60 days to four months or even six months 9 depending upon the security of the - 


- line af communications and the cambat pituations 7 ‘ 


"In general, did medical department units aud organisations have sufficient. 
personnel? If nots how was the deficiency corrected by you? Have you any specific ree-. 
" commendations for particularly eho ger A ataftved matte or facilities? Were i 
your observations based on peak loads (oF anergencias or on so-called normal loads?# 


Tt applied to py unite dom theres I had @ great shortage of personnel, 
enlisted personne] in general hospitals, in large station hospitals. It was net 
by assigning prisoners of war on duty; and they did splendid work. In fact, we 
couldn't have gotten along through the early stages of the sem asain without 
a Oe et toon ee © ee 


aS "Do we need any new medical unite? If So, for what specifically? What . 
ig the basis of your Tecomendation?® _ 


X can't coment on that. We may need unite, but I ‘ens know just what ty, 
are and what they should do. We certainly are developing new ways of warfare 
8 te probably going te call for new types of unitey Bo T dah trent Mg 
Bree 


“Did our planning figures allow for enough nt units in 
tee task? Pe ais ee eee een oe nae 
areas? Atomic warfare? 


I didn't have knowledge of that situations I think, guneraliepesking, thet 


when we organised a task force or tried to set up equipment for a war plan, that 
enough stuff was sent over there probably to cover it. Sut in its 


—— there, I don't know what the situation was, or what the siguation was after : 
Keeton: My coments wouldn't be ‘worthmhiles 


_ “Did the presence of females in medical field unite te prove 5 punta | 
Necessary for professional reason? For psychological we ine 
crease tte fenals component in our field and fined unite vbarever ? Rid 
females hamper the movement of units? Did they reduse the ot waite | 
_ because of their necessary s eparate accomodations ?* a 

I dontt know about thate 

Brig Gen Martins 144 Like you $0 aoa the Last parks 
Brig Gen McYenalde The Wade €id exellent sérvice in mysrvice acanands 
Brig Gen Martins The question da = should we soorease the we of femalest 
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Brig Gen Martins You have had experience in « fixed zones 
Brig Gen McDonalds Yes, we can use more females ."awex 
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D-lg. Medical logistics in military campaigas. 


t. BIsQussioa 


1. The shortages of numerous items of medical equipment and | 
_owpply in all theaters during the early war years have given rise te 
much criticiem of the medical supply effort, The lesk éf adequate 
stock piles and the time required te eapend predustion, the relatively 
small group of officers trained in medical supply procedures, ether 
thas station eupply, the lack of equipment lists excep? chose lefp over 
from World War I, which would supply information necessary to eotinate 
Fequirenente, insufficient shipping and the confusion of embarkation and 
dedarkation all contrituted to equipment and supply shortages exporienced 
fin Medical Department organisations at home and overseas. The eneouraging 
feature of the supply situation was that progress in every direstioa was 
mede as the war went on and in the later eteges a medical supply aysten 
was developed which was secend te none, 


2. The prodlem of short supply of mcdiesl material in the United 
States was finally solved ty expacded production though a mumber of items 
remained ‘eritical” throughout the war, ‘There is need for a study of the 
overall medical eupply requirements ef Werld War I1 upon which estinates 
of these requirements in a future conflict may be based. Guch a study ie 
@ joint Army, Navy and AirPorce responsibility and should be undertaken 
by a board of selected experienced medical officers, The findings and 
recoumendations cf thie beard should be submitted to the Joint Array, Navy 
Procurement Office where plans should be laid fer the erderly procurenont 
of the material needed by the Medical Departments in the event of a future 
war, In developing such a progrom, attention must be given to civilian 
defense requirements. 


3. The lack of a sufficient nuaber of trained medical supply 
officers handicapped the development of an effective medical supply 
ayaten. There are at present a large number of officers who had a lot 
of medical supply experience during the war. I% is essential that this 
group of officers be waintained by the inteusive training of new officers 
in the system developed in World War Il, 


4 The insufficient chipping tonnage was an important factor in 
medical supply shortages during the early years of the war. It was extreme 
_ dy Gaiftfieult for the Medica) Department to secure its required share of 
_ the available space. It was not until late in the War thet thie situation 
was relieved. 


5. Until the summer of 1943 Air Force units frequently arrived 
overseas without their organic medic¢al equipment. Redistribution of 
equipment of other medical units in the aren led to overall shortages. 
The obvious remedy is the shipment of organizational equipment with or 
in advance of the personnel of the unit. 


Split shipments of hospitale to the HPO and the Southwest 

Pacifie wae a source of mach difficulty. Katerial of a given wnit was 

. frequently unloaded at widely separated points and had te be assembled 
within the theater. It is not practicable always te load ali the equip~ 
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ment of a given unit on the same ship. It is essential that later ship- 
ments be delivered at the same destination. A proposed system would charge 
the Medical Department with the responsibility of assembling all hoepital 
organisational equipment, except motor vehicles, minimum essential and per~ 
sonnel equipment, of packing, marking and preparing complete documentation 
for overseas shipment. 


6. Automatic medical supply in use at the beginning of the war 
led to heavy overstockage of many items at overseas bases. Some of the 
supplies were not needed at all, others were not used at the calculated 
rate of consumption. To avoid waste of material up-to-date medical supply 
tablee are essential in making up automatic or block shipments, h tables 
based on actual requirements of everseas organizations should be worked out 
and kept up-to-date, It is reoognised that an automatic supply system is 
aleo necessary in supplying combat ships while underway in the course of pro- 
longed operations at sea, Medical supply on the basie of requisition by 
all Medical Department organizations should be adopted as early in the 
campaign as possible. 


7. Medical supply officers in some theaters reported difficulty 
in obtaining information atout the arrival of troops in the area, upon 
which to determine medical supply requirements. Hot infrequently it was 
necessary to depend on estimates which proved to be grossly inaccurate. 
Serious suovly shortages developed and excessive inter-depot transfers 
became necessary. Inetences of this nature did not occer where competent 
medical staff officers were present and the medical service received command 
suppert. 


8. Hard won experience in the iast war demonstrated the urgent 
need of an ample supply of whole blood in the combat area and in all hos 
pitals. Troope in the overseas theaters can not be expecte4 to supply 
the quantities required. The systes developed in the last war of collect- 
ing the blood from volunteers in the United States and shipping it in 
chilled containers via air to blood distribution centers at advanced 
bases proved eminently satisfactory. Plane for a similar system to be 
ready for operation at the outdreak of a future war should be adopted. 
Responsibility for collecting, processing and shipping whole blood should 
be assigned to a special unit under the immediate direction of the Office 
of the Surgeon General. Shipments should be given highest air priority. 
Consideration should be given to the demand for enormous quantities of 
whole blood by civilian defense aceonter inthe event of an atomic war. 


9, In the paet war, the operation of separate Army and Navy 
medical supply services in overseas theaters was uneconomical and wasteful 
of personnel and suppjies. Since there is a Joint Army-Navy Medical Fro- 
curement Agency and an Army-Navy Oatalogue of Medical Haterial, either 
sertice could provide medical supply support for a theater or area through 
common Medical Supply Depots. The medical service having the larger force 
to support in any given area would establish and operate the depot from 
which all medical units in the area wuld draw their medical supplies. 
Responsibility for keeping the depot advised of the medical supply require- 
ments of Army, Navy or Air Forces in the area would rest with staff medical 
supply officer of each of the Armed Forces. ‘The principle of joint operation 
of medical supply services shold be extended to overseas theaters. 
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1. Adequate stockpiling and plans for expanded production are 
sesential for effective medical supply of the Armed Forces at the outset 
of a future war, 


2 The lack of a sufficien} cumber of trained medical supply effe 
deers handicapped the development of aa effective medical supply aysten in 
the early part of World War II. 


3. Insufficient shipping was « factor in oband eupply shortages 
during the early war years. 


4, The arrival of Air Force medical wits overseas without organic 
equipment led to acute overall shortages, Split shipments of hospitals to 
the ETO and the Southwest Pacific gave rise to much difficulty in assembling 
the material from widely separated unloading points. 


& Automatic medical supply resulted in heavy over stockage of 
numerous items at overseas bases. The automatic system of supply is 
necessary early in a Gampaign but should be replaced by supply on a requisi- 
tion basis as soon as possible. 


6, Experience in the last war demonstrated the need for whole . 
blood for the care of casualties in overseac theaters, Plane for a system 
of whole blood supply similar to that used during the last.war should be 
adopted. The system should be ready for operation at the outbreak of hos- - 
tilities. Responsitflity for ite operation should be assigned to a special 
joint medical unit, 

7. The principle ef joint operation of medical supply services 
by the Armed Forces should be extended to overseas theaters. Under the 
present organization of the jointly cperated medical supply system, any 
service could provide medical supply support for all unite of the Armed 
Forces in a given area. - 


III, RECOMMENDATIONS 


1. That plane be developed for the orderly procurement of 
medical equipment and supplies needed by the Armed Forces inthe event 
of a fature war. 


“A 


2. That the present group of experienced medbal supply officers 
ba maintained ty the intensive training of now officers in the system de- 
veloped in World War II. 


3. That the Medical Department be aesigned the responsibility of 
assembling, packing, marking and completely documenting unit medical organ- 
isational equipment for shipment overseas, 


4 That an Army-Jevy-Air Force Medical Department beard be organe 
ised and assigned the reeponsibility of formulating plans for the supply ef 
the whole blood from the United States to overseas theaters in theevent of | 
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5S. That action be extend the Joint operation of the medq 
ical supply services of the Arned Torces to overacns theaters in a future wOF. 
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BATRACT OF STAPEMENTS MADE BY CAPT. B.R, HERING, JR., (MC) USN OR 22 APRIL 1948, 
AT INPERVIEW WITH SUBCOMMITTEE ON THE EMPLOYMENT OF MILITARY MEDICAL RESOURCES, 


seeee G, "J have not preparéd a statexent, but just something to guide me and I 
would like to say, first, thet my experience was principally with the amphibious 
forces. Ry that I sean both the forces afloat and the forees ashore, with not 
only the Marines but the Army. 


I was in the Central Pacific. I was astounded when I returned after 
the war to find in places the thinking regarding the efficiency of our forces. 
Brerybody seemed to think we did a wonderful job and that no changes were indi- 
cated. The points I have made here are fairly general. I think our greatest 
lack, both afloat and ashore, was the lack of medical officers trained ia staff 
work for amphibious warfare to understand the overall concepts and could direct 
the planning of the amphibious operations, {i think that exists today; and cer- 
tainly we aren't training anybody in this employsent. 


As an example ef what happened, I would like to point out the employ- 
meat of hospital ships and the LSTH's at Saipan. We were assigned for our sup~ 
port ashore three LSTHS. fe my knowhedge the designation of those veesels was 
changed six times dDetween the fighting phase and the actual assault on the beach- 
head. 


The LSTH which I observed personally 4id net take station at 2,000 
yurds off the beach as she was supposed to do shortly after H Hour, bat commenc- — 
ed taking her casualties about 600 yards from the Monrovia, in the transport area 
22,000 yards off the beach. 


When I saw what she was doing, I attempted to get the transpert squad- 
ron commander to leave the casualties which she was leading, come to the trans<- 
ports, which was their eventual destination, and have that ship proceed in where 
she could distribute the casualties off shore or give treatment to thosecagual- 
ties whieh couldn't safely be evacuated 22,000 yards. 


It was impossible to get any action. he took 100 casualties aboard 
by cargo net, by individual litter hoist, by dragging them up with hoists, beat- 
evains' chairs, and se on, and then, after two er three hours brought her whole 
100 casualties over to the Monrovia, came alongside it,and it teak two hours te 
transfer then, because there was no brew. Ye had to build cus. | 


Of those 100 casualties, 15 were dead by the time we got them aboard 
the Monrovia, They had recsived abselutely no treatment, not even plasma, on 
that ship. Four more subsequently dies that afternoon. I know that, because 
I know where they were buried. We trought them achoro the next morning. 


Tho first hespital ship arrived at 5-Plus-3, and thereafter hospital 
ships arrived at oaly irregular intervals. And our first intimation was wher . 
we saw one pull ia at the target. 


if = hospital ship is to be utilised st all on amphibious sperations, 
% should be utilised at H-Hour, because with the element of surprise there is 
_ ae more danger to a hospital ship st D-Day than there is at D-Plue-3. I an 
happy to say this was rectified, and the maeeh tes ships at Okinowa — 
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RXTRACT OF STSTEMENTS MADE BY CAPT. E.R. HERING, JR., (MC) USN O8 22 APRIL 1948, 
AT INTERVIEW WITH SUBCOMMITTEES ON THE KMPLOYHENT OF MILITARY MEDICAL RESOURCES, CONT, 


a beautiful schedule and were certainly active. I don't know whether we didn't 
have them available at that time or whether it was due to poor planning, but they 
mere gertainly inadequate at the Battle of Saipan. 


In an attempt at Tinian to provide adequate facilities afloat for in- 
itial casualty impact, we put two of my medical companies on APAs and designated 
them as casualty receiving ships. There was no medical officer on the staff of 
the amphibious force commander, with the result that those two ships were used 
for demonstration and were not available off the beaches. Seo we estually die 
seminated what medical suyport we had. 


he lack of properly trained medical officers on staffs resulted in 
extremely poor coordination of medical resources ashore and afloat. For inastaace 
at Okinowa I attested to get an LSTH to evacuste directly from Naha Harbor. 
Gur advance there had been so rapid that the hospitals couldn't keep up. And, 
because of the raine, baal over the roads were absolutely impossible. Ve 
couldn't do it. 


I don't want to go inte all the deteils of difficulties I encountered 
in attemting te get a LSTH down there. But it was five days before we were 
able to get a LSTH in to get those casualties out of Naha Harbor. 


4 classic example which occurred early in the war through lack of 
cooperation between the focec ashore and forces afloat was the Kiska operation, 
although there were no dmmanese there and the results did now show up. 


I was present there during the planning phase and actually knew that 
the Army intended to take care of all their casualties ashore. They had three 
field hospitals, and they were going to set them up and take esre of all their 
Casualties. For an operation which involved 145,000 men in the assault and 
follow-up. we had one hospital ship. Maybe the Army was correct in deciding that 
they had to take care of the casualties ashore. As I say, fortunately we didn’t 
have casual ties, 


For coordination of air evacuation at Saipen, my first knowledge of 


‘air evacuation facilities came on about D-Plus-7, when I was instructéd by the 


corps surgeon to send 17 patients up te the air ficlé. My concept of air evas- 
wation at that time was very erroneous; and I sent some patients up there which 


| realized should not have been evacuated by air. Se did two other Divisidons. 


There were no screening facilities at the airport. There were no meé- 
figal personnel to accommodate the wounded. ‘There were no medical facilities aboard 
the planes for treatment. We actually sent some of our corpsmen and decters all 
the way back to Pearl Harbor, docters and corpemen that we needed for the spera- 
tion. As a result, six of these patients during the first week diet in transit, 
and we got a tertffic blast. As I say, I feel it was ay fault fer the enes we 
lost, in that J didn’t know the type of patient which could stand air evacuation. 
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RXTRACT OF STATEMENTS MADE BY CAPT. &.R, HERING, JR, (MC) USN ON 22 APRIL 1948 


AT INPSRVISW WITH SUBCOMMITTEE ON THE EMPLOYHENT OF MILITARY MEDICAL RESOURCES, CONT, 


Likewise, after air evacuation was set up with good ambulance planes, 
we were forced to suspend air evacuation for a period of 10 days because they 
could not handle the casualties. We received inatructions to delay our egacu- 
ations, which were vitally needed. | 


The status of offshore evacuation is, I might mention, back to where 
it was before the war, that is, they are attempting to distribute casualtics from 
the beach, which, in the initial phases of the operction, cannot be done. It 


can't de done because you can't direct a coxrswain to take casualties to ships off-— 


shore, because we don't know their status at the moment. We don't have conmmuni- 
cations. We have no assurance that the coxswain will carry out the directives. 
And, there is absolutely no provision for evacuation at night. 


I wrote a little bit on what I would like to make az a recommendation. 
Perhaps that is premature at this tine, 


ReAX ADKIRAL ANDERSON: Ho. JI think we would like to have your comaents 
your ideas on it, of receiving offshore evacuation, or the whole subject. 


CAPTAIN HERING: I am speaking of the whole subdject because it ties in. 


The lack of training, the leck of modern doctrine which keeps pace with 
our changes in organisation - the major reason for this is that there is no strong 
Department -f Amphibious Medicine anyplace. There is one in the Bureau of Kede 
icine and Surgery. That is on paper only. 


Captain Haynes, who is a very well trained and excellent officer, has 
been loaded down with other duties so that we can’t give any time to it. He 
has been, and will be, for the next four months, engaged in an operstion out- 
side the States, and there is just nothing being done. These problems are never 
even referred to that section. 


I think this should be a joint medical section, Because we must have 
the forces ashore and the forces afloat in the closest lisiaon and ccordination. 
I feel, further, that this section should be in the Bureau of Medicine and Sur 
gery, under their cognizance, because initially the ships afleat must bear the 
initial load of casualties. We must depend upon them initially in these violent 
amphibious essaults. But I feel that the Army wust be represented because of the 
coordination necessary and also because I feel that the Navy should keep out of 
the field of temporary and semi-permanent hospitals. The Army knows how to de 
that wach better than we do. They are trained from the time thay are second 
lieutenants, or are being indoctrinated in the field, whereas we have relative- 
ly few that are assigned to our field medical forces — the possible exception, 
of course, is the medical secticns attached to the organic combat unites, in other 
words, the divisions, or possibly corps. Bat any back-up of hospitalisation on 
the target, or in the immediate theater, should be an Army responsibility. We 
should utilize their greet knowledge and planning facilities along this line. 

The Air Force should be represented because we know, especially in the last ep-— 
eration which I observed, Oxinowa, cur air evacuation; and that must be coordin- 
ated into the picture. The Bax subject of amphibious medicine is dormant at 
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EXTRACT OF STATEMENTS MADE BY CaP?. E.R. HERIMG, JR., (MC)USH OR 22 APRIL 1948 
AT IVPFERVIEW WITH SUBCOMME TYRE OR THE EMPLOYMENT OF MILITARY MEDICAL RESOURCES, CONT, 


Again referring to ay particular employsent, actually f cannot discuss 
the pieture of medical resupply and initial supply pricr to Ceptain Jordan's arrival 
in the Pacific, because it was so confused | didn't understand it. 


I made out requisitions, sent thes in, and they passed through a lot of 
hands that were not intimately connected, ox realised the tactical or strategical 
situation, As a result, the urgency of those supplies was not appréciated by some 

ef the elcwents that were supposed to resupply us. 


Rveatually, Captain Jordan did set uw a system of supply Blocks; end 
while thay were mot as accurate as they might have been, because nobody could be 
accurate on them, nevertheless from that time on our medical resupply was ex- 
Gellent. Since that time we have had a Hedical Field Materiel Board at Camp 
Leduene set up as & permanent board. 


We have worked very closely with the Army. We rc had two excellent 
meetings at Louisville and Gaup Ledeene and are contesplating another on at Raz- 
doiph Pield. 


We have gene over, from our standpoint, tieck reqhbrements, the initial 
mounting cut requirements, and our rehabilitation requirements following conbdas. 
We have developed, oven listed, the items their way, and we have designated thé 
responsibility for various command — in the actual furnishing of this met- 
erial at the terget, 


We were not able to come to agreement with the Aray on thie particular 
aystem and did not deez that teo important at the tine, because they are deternin- 
fing it for, more or less, large operations where they have large medical supply 
chains of their own, and we ssw no wy in which we could compromise the two. 


I feel that for short, viclext campaigne our system is superior; and 
2 think, should be employed for that type ef an eperation. There again it shows & 
the necessity ef a high level joint planning beard to Sake cogniseanes of the type 
ef operation on which the military embarked and to sot ap 8 ay2 ten of legistic 
suppert which fits thet operation the best. 


GOLONEL POHL: Do you have a spocial podical swply wait that accompanies 
om the smaller scaled eperationa? 


CAPTAIN HERING: Yes sir, we de. It ie a section of our combat service 
greup which goes along with us to the target, receives cur saterial fer resupply 
as delivered by the service forces of the fleet and in turm segregates it and 
passes it to us as neoded. 


Ger one weakness at the present is that ve heve no medical supply sec- 
tion fer field units which works in conjunction with a Marine supply. This has eo 
sassioned a wastege of medical supply, in that the Merizes, especially ia these 
wnsettled times, are uemagcad Changing their Beene: directives as far as the 
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EXTRACT OF SPATEMENTS SADE BY CAPT, ©. HERING, JR., (MC) USH ON 22 APRIL 1946 — 
AT INTERVIEW WITH SUBCOMMITTES ON THS EMPLOYMENT OF MILITARY MEDICAL RESOURCES, CON? . 


number of days and as far as supporting the number of men. There is no hardship 
for the Marines because they have, right there st their mofinting up place, their 
own depot. So when they change their logistic directive it is really a paper 
change. 


A stock level is msintained of thoce Marine Corps items, such as eloth- 
ing, ammunition, and other things of that nature. 


As I have no echelon between myself and Brooklyn, I have come, by 
seensaties to order medical supplies sufficient enough to cover the greatést 
contingency that I can anticipate regardless of legistic directive; and right 
now I find ayself in a position of having, roughly, 30 day's supply for 18,000 
men too much on my hands. I am reluctant to let that go at the present tine 
because I don't know which way we are going to jum, and it's really my ace in 
the hole. 


‘If we had a sedical section in the eamp supply depot where these 
requisitions on paver conld be given to them as their responsibility, they could 
store these medical supplies for the greatest contingency, and they could cooper- 
atively use them for all medical uses. The naval hospital could use up our meray 
film as it becomes outdated; the camp dispensaries with 18,000 military and 
eivilian laborers, plus all the dependents, can use a tremendous asount of med- 
feal supplies. This could be continually turned over without wasting this med- 
feal supply, without allowing it to grew eld in service. 


This has also been recommended but turned down once, because the par- 
ticular personnel allowance did not allow sufficient personnel for employment 
with the Continental Marines; and the compromise was reached, attempting to set 
this up with our element, the Second Service Gombat Company. However, Captaia 
deardan has just recently recomzended thie agein, and we hope that this time we 
will be able to set if up. It is only common sence. 


It has another advantage, in that our strategic material should aot 
de centralized all in Brooklyn, especially in view of atomic warfare. 


I recommend that we put in a medical section in the camp depot which 
will hold a stock level of supplies, or maintain a stock level of medical 
sepplies, which will take enare of our logistic requirements as they may be 
ohanged or come up for differont organizations, or as we have echelons of troops 
going out. The advantage is that we will have new supply. They will be con- 
tinually rotating it, rather then take and store these things down here for 
years and be of no value. That refers, of course, sspecially to certain itens 
which do have a deteriable day on tham -- x-ray filme, dBiclogicals, plasze, 
and things of that nature. 


REAR ADMIRAL ANDERSON: Where are the reserve suoplies stered nov? 
fhey are under your control, aren't thes? 


CAPTAIN HERING: As Fleet Marine Force, Atlantic, they are. We have 
this 30 day mounting out and this exceas which, ae I say, I an mapatehat tee. 
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EXTRACT OF STATEMENTS MADE BY CAPT, 2B. HERIN., JR.,(KC) USH ON 22 May 1948 
AT INTERVIZW WIT! SUBCOMMITTEE ON THE MAPLOYMEST OF MILITARY MEDICAL RESOURCES, CONT. 


We have, on authority frog Captain Jordan, taken the major items which 
are deteriable and subsitted to him a requisitionwhich he hopes he will be able 
to f111 within five days and deliver to us at the mounting out area, ‘hat will 
be difficult, because they will just have to be bought supply rather than dis- 
trituted among the units, We won't be able to distribute it among the ships 
too well. But it is the only answer st the present time, 


Because of the shortage of mray films, we have get authority te ie 
to the camp dispensary at the naval hospital in an attempt to conserve that, be- 


cause it is worthless after six months, *#eeseseseess x Z 
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TRUE COPY EXTRACT (Letter, tear Admiral C, 3B, Camerer (MC), UsS.Ne, 
Retired dated 21 April. 1913) 


say d gun tier gas ay anicapaont anche aps ae peng Brewis 4¢ for 
mo other ressen, Uniferm precurenent of supplies is atressed,*sx# 


AE ae (Letter, T. FP. Cooper, USK, dated 19 April 1948) 


eneve *Hedical logistics on the whole rated high during the 
jast war. Medical material was furnished to the Pacific Fiset and 


| TRUE COPY EXTRACT (Letter, Brig. Gen, Robert C. HeDonald, MC, USA (Ret.) 
dated 15 April 1948) : | 
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TRUE COPY (Extract from Ltr Alfred W. Eyer, Captain (ue), USN, 17 April 1948) 


ant "(2) Medical Logistics in military campaigns. 


In general, medical logistics in the last war functioned on a basis 
that it was better to have too much than to chance too little. As a resultant, 
considerable wastage of effort and materials occurred. 


In thn Southy Sovtiwost and Central Pacific this may be attributable 


partially to the inab of the planners to foresee the rapid shrinkage’ of 
active combat into a relatively restricted areas 


In the present day, ali indications point to the fact that the 
wedding feast with natural resources is overs and that the consummation of 
marriage will.be conservation. Hence, in the future, it will be important to 
have enough where possible; but not too muche This will call for careful, 
accurate preliminary and concurrent planninge 


However, it is believed that many of the difficulties arose 
from the conception, widespread but without official confirmation, that all 
materials leaving continental United States were expended or expendable 


It is suggested that the maintainance of stock records, and 
accountability are prerequisites to good housekeepinge Further, tne delegation 
of material surveying authority to Area or Force Commanders permits maintainance of 
a stock situation a nabs otherwise obtainable, and the rapid acer eens 
of business. 


From the standpoint of conservation of medical a eccrat it is 
not believed that medical officers should be assigned to small individual shipse 
sually, these vessels lack facilities to enable the full utilization ofa | 
medical officer's talent. However, it is realised that this situation contains 
a definite morale problem which requires considerations 


In general, the smaller ships, destroyers and destroyer escorts, 
are operating with larger vessels which have adequate medical facilities. 
Intensification of training of Hospital Corps persormmel for assignment on such 
ships, and Departaental emunciation of policy regarding medical personel ailocae 
tion might help to solve this probleme" Reiaieasl 
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TRUE COPY EXTRACT (Letter, Captain J. H. Robbins (MC) USN dated 26 April 1948) 


at#e% “(2) Original hospitals of the entire Pacific area were entirely 
inadequate as to size, personnel] and equipment for the lead placed upon then. 
Hospitals were originally of 400-bed capacity, but it is recommended that in 
the future all of these hospitals have a minimum of 1000 beds, preferably 
1500 beds with standardised equipment. 


"(b) Practically every one of these hospitals were erected by Eedical 
Department personnel as no Seabees were available, Although Mobile Hospi- 
tal #4 was erected and equipped in exactly 28 working days it was still a 
waste of valuable manpower, but shows what can be done if the proper spirit 
prevails, It is recommended that in the future erection of hospitals be 
done by Seabees. 


"2. The Mobile hospitals mentioned above were prefabricated buildings 
of a separate and distinct type. In the event of future campaigns, it is 
recommended that the buildings assigned to Fleet and Base hospitals conform 
in type and construction to those used throughout advanced base areas. In 
other words, that all buildings be standardized. 


"3. Many of the medical supplies such as drugs were in an extremely 
dwhort supply and at times wholely inadequate for the patient load. While 
this shortege was partly due to lack of shipping, it is believed the basic 
error was in maintaining large amounts of these items, e.¢, atabrine, quinine, 
merthiolate, sulfa drugs, etc., in: the United States, as when encugh pressure . 
was brought to bear by the Area Commanders, this material arrived in adequate 
amounts. 


"4. Surgical dressings (bandages, adhesive plaster, etc.) fell into 
the same category as the above. Surgical instruments were adequate with few 
exceptions, None of the Mobile hospitals had a Bovie electrical surgical 
unit. Most of the Army Lospitals were equipped with this item. (Notes An 
individual attempted to donate an electric surgical unit to one of our 
Mobile hospitals, but was told by our Bureau that we had no use fer such a 
machine and they would not authorize transportation). Another item of vital _ 
importance that was lacking was a bullet locator. Although practically every | 
Aruy hospital in the area had two, of which luckily Navy was able to berrow one. 


"5, Medical personnel in the hospitals was considered adequate for the. 
authorised patient loads, but with the overloading, it was entirely inadequate. 


"6. Special equipment: All special equipment such as boilers, motor 
generaters, galley equipment, ete. with their necessary appurtenances should 
also be standardised te conform to that used on the rest of the Base, in order 
that spare parts may be available and repairs easily and quickly made,*# 


senentg, In any fatare campaign it is recommended that each medical depart-. 
ment unit be limited te a standardised list of supplies and materiel especially | 
when being moved to another area. (Note: During the redepleyment from South 

cifie Bases to the ferward ereas, practically ne hospital mit could get their s 
and materiel dewn te the shipping limit allewed them for carge space."#¢* 404 
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TRUE COPY (Extract from Ltr Col. ilarry G. Armstrong, KC, 16 April 1948) 


pune "Ge Medical Logistics in Military Campaigns. 
(1) Defectse 


(a) Laine officers set up medical requirements» 
(>) Failure to use staff surgeons in planning. 


(co) Medical supply system hooked into normal soe 
channels. 


(4) Medical cargos on vessels not properly oad. 
(bed nets night be in the bottom of the hold). 


(2) tenediess 
(a) Medical personne] establish medical requirements. 


'y) Medical personnel supervise loading of cargo as 
_ far as medical equipment is concerneds 


(ce) Medical Supply made part of tactical organisations" 
ass ee ES DER 
; is 


Le Ke P 
Colonel, MC 


TRUE_COPY EXTRACT (Lotter, Dr. Russel V. Lee, dated 18 April 1948) 
conan © (9) Medical logistics in military campaigns. 
“The old concept of 6 doctors per 1000 nen is certainly outmoded 
ané should be revised. Here again the re-organisation of the Medical 


Department te be completely airborne would make possible an entirely 
new and economical eS ee a 


logistics." eeene 
. Le K. P Colonel, uC 
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TRU COPY EXTRACT (Letter, Captain Robert M, Gillett (MC) USN 
dated 15 April 1958) 


enaet “Frequently higher echelons attempted to prevent the free 
exchange of strategic materials between services in the combat zone. 
' Such practices, at tires, severely interfered with the proper handling 


of casualties," *#+#* 
KG 
L. Ke Poh\, Colonel, MC 


‘TRUE COPY EXTRACT (Letter, Captain Lewis T. Dorgan (MC) USN) 


wenne "(g) Medical logistics in military campaigns 

"The prevalent plan so often employed by variow staff organizations 
of subordinating the redical department activities to a sub-group under 
general military logistics proved inept, -and often, tragic. In formulating 
operational plans, line and supply corps officers often attempted to write 
the medical plan, including eir and scurface evacuation of the wounded, 
without consulting the Medical Officer until they ran into difficulties 
which their limited knowledge in that field could not surmount. They 
would thamconsult the Medical Officer, often too late for him to take 
the proper remedial action. 

*"Medieal stwoes and supplies in the Seventh Fleet area during the 
New Guinea and Phillipine campaigns were practically non-existent. Almost 
a11 supplies were drawn from Army activities. It was late in the campaign 
before medical supply sage and "AK" block loads became available, 


"(1) All stores ond storehouses should be joint Army-Navy. The 
Army should establish adequate facilities ashore and the Navy should move 
floating stores, either in barges or aboard supply ships, with each Fleet 
train, 

"(2) The Medical Department should always be a separate department 
directly under the area or Fleet Commander, and never be subordinated 
te another department. 

"(3) Medical logistics should be carefully planned in advance and 
senior officers should be responsible for coordinating plans between areas 
and fleets. Such officers would sh a chara be responsible only to CinCPac 
or CinClant,” *###» 


Le K. Pehl, Colonel, KC 
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TAUS COPY SXTRACT (Letter, Captain H. D, Templeton, MC, USN 
dated 23 April 1948) | 


enese ©(G) MEDIAL LOGISTIOS  MILERARY OPERATION. 


At no time during the past war wae I acquainted with any occasion 
in which there was not adequate medical logistical support. There were 
instances, however, during the planning etage that adequate hoepital bed 
facilities were not being provided ashere. However, thie situetion was 
provided for by the employment of additional hospital ships and casualty 
beds on the troop transport; this method of support was more satisfactory 
than field hospital facilities ashore. In this operation it was fully 
realized and appreciated that the special augmented hespitale were not the 
type to be included in the early echelons supporting the invasion opera- 
tion because of their tonnage and construction. I mention this type of 
hospital only to recommend egninget its employment on future occasion, 
dDecause their construction demande the services of construction battalions 
whose employment is greatly needed for more important duties with the 
combat treops. The tennage of this hospital ie practically twice that ef 
@ field hogpital which can be established and operated with considerably 
more ease and previde equally as well for the battle casualties. 


The palatization of medical supplies is an ideal method of providing 
@ flow of standard drugs and first ald equipment which were used in large 
quantities and to very good advantage. 


As previously stated, all medical supplies and equipment were most 
adequate in quantity and quality. The sudden ending: of hostilities 
resulted in large stook piles of medical supplies, but they would have 
been sorely needed had the war contimed, and should be regarded as one 
of the losses of war which was in no manner preventable," ees 


%. E. Colezel, mS: 407 
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TRUE COPY EXTRACT (Letter, Colonel Arthur B. Welsh, HC, USA 
dated 19 April 1948) 


sense "9, Medical logistics was a comparatively new term in World 
War II. Many fought the war without using it. Is getting the right 
patient, the right doctor, and the right facility together in the 
shortest possible time medical logistics? Too many people were inelined 
to become supply minded when they associated medical service with logis- 
tics. The problem that was major in scope for the Medical Departaent 
was personnel and personnel management. Medical legistics should have 
ineluded personnel. World War II histery must be studied carefully 


ee provided competent medical ataff officers were present. The Medical 
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(letter, Captain U,. E, Morrison, Jr., M0, USN 
Gated 23 April 1948) 


He erie 


“se Medical logistics in military cempaicns, 


It is believed that the logistical support during 
the war was one of the most outstanding Jobs done by the Medical 
Departmont, The use of a combined ALRY, Navy eir force sunply 
table should add to this ee Or < 

R | 
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TRUE COPY EXTRACT (Letter, Colonel Hervey 3, Porter, MC, USAF 
dated 23 April 1948) 


. annet “Lack of material resources and the heartbreaking 

effort necessary to make wants known through normal chamels, 
and receive the meneneery 5e% material through normal shipping 
sources (6 to 9 months), #ere 


anon "9, Medical logistics were ample if material was 
available, Under certain situations steppages of certain items 
as plaster gause became necessary.” Stee 
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TRUE COPT_ EXTRACT (Letter, Colonel F. A. Blesse, MC, USA, dated 19 April 1948) 


"a, The logistical requirements for military campaigns cannot be 
properly ascertained without a careful study of previous campaigns, experience 
tables and their correlation with future plans, material and transportation 


’ capabilities. More thought should be given to such studies in time of peace 


ee ee 
studies. 


"b. In the past war the presence in overseas theaters of separage irny 
and Navy medical services was weconomical and wasteful in personnel and 
supplies. If some centralised agency could be established in the sone of the 
interior to support overseas forces, medical logistics in military 
might be much more efficiently operated. The present system of joint Arny- 
Havy medical supply procurement might well be expanied te all agpects of the 
medical services of the Armed Forces. 


Wg, Chua dn ub Gefinite need for 0 teard-et ediaatel; 


Field Forees, and the Field Service Scheel, Their recommendations should ge 
to the Planning anprneertids for further consideration and action when indicated. 
The present central Hedi cal Departaent Board has no apparent function and 


shouhl be reorganised and given « definite mission along such lines, 


"4. Steckage of supplies and equipment for overseas operations should 


include the complete unit assembly of certain units te cever the complete less 


of a unit, less personnel, due to enemy action. It was found te be impossible 
to make such complete asseublien fron sua) steckage and considerate tine 
is lest before replacement can be received. . 


°e. Personnel mhst be better trained in ‘cituienian of nedieal equip- 


ment. Much equipment was unserviceable because of minor repair preblens 
which could have been corrected, or avoided, by properly trained mechanics, 


level pelicy announced for the of obtaining wiformity in ell future 


purpose 
Pissing ooh Seetrpetion. rere ee 


- Continued - Colonel F. Ae Blesse, MC, USA 


established as a basis for policy: 
(1) That, ‘hospital beds' means 'fixed' beds. 


(2) That, "fixed beds', for the purpose of this computa- 
tion, ineludes only General and Station Hospital beds 
at their = bed capacity. 


To arrive at a pereentars requirerent ef beds for a field force, 
experience tables were compiled after World War I by Colonel Albert C, Love, 
Medical Corps, USA, and this was published as Army Medical Bulleton No, 24, 
entitled 'War Casualties’. This indicated a requirement, at the end of that- 
war, approaching 15% of the strength of the troops, It was found, in the 
last war, that this estimate was excessive. This partly due te reduction 
in hospitalisation time due to advances in medical treatment of cesualties,. 
From personal experience, I believe that 6% is a reasonable percentage of 
fixed bed requirements if all other medical units are excluded from this com- 
putation., This would place this estimation of requirements on a firm basis 
and eliminate existing misunderstanding. It must be remembered that ‘consider- 
able temporary expansion of these hospitals is possible without appreciable 
loss of efficiency .*#**", 


CG ase 
NUICU! TL. k. Pohl; 5 


RESTRICTED 


“Betrast of Statements made Brigadier Ge Raynond Dart, “, 
25 get. 1048 batere the Sxnesunttes co he nt of Military 
Medical Resources, — . 


ae"'Phere is anocthér thing that is very important that coms to ny 
mind and that is that cognizance be taken of the necessity for 
training the civiiian component in staff duties. Today every emphasis . 
' da put on the professional aspects. ear ec i pig peas 


get then treined in staff work, 2 . 
Fron my standpoint to take a pathologist without any of this 


and go through with the responsibility 
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THR URGE CORK, (lotter from Capt, ‘erwick T, Lrowmy (WC), USN 
dated 20 April 1948) 


sien ge, ~Medical logistics in military campaigns. 


The basic logistical fimctions of supply, transporta- 
tion, construction, maintenance and repair as applicable to the 
Medical Department in the combet zone and the commmnication sone 
need a great deal of study, development, and codification, curing — 
intervals between wars, Medical supply tables based on the requiree 
ments of the combat zone should be worked out and kept up-to-date, 
During the last war in the Fleet Marine Force in the Pacific, 
medical supply tables besed on the requirements of 3000 men for 
30 days were developed for initial supply, combat resupplies, 
talarial control supplies, and dental supplies, These tables 
should be brought up to date, Construction, maintenance, and 
repair uriits, such as the See Bee units, assigned to advances base 
hospitals and hospitals of the sise corps evacuation hospitels in 
the combat sone would save an enormous amount of time in the setting 

up of these hospitals, Proper dfireetion of medical logistics jn 
the combet sone will be afforded if the training referred to in 
sub-paragraph (b) 4s carried out, Medical officers in general do 
not uncerstand the administration of medical organisations in the 
combat song, ®t a : Boke 


ro Ky Pot. ; 
Colonel, U, S. Army 
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TRUE COPY exreacr (Letter from Colonel Robert XK. Simpson, USA (Ret.) 
dated 1 Kay 1948) 


eaves (2) Medical logistics in military campaigns. I do not feel 
qualified to offer any ciriticiem nor suggestions other than to 
express an opinion that aircraft and the parachute could have been 
employed in the delivery of medical supplies to units within the 
thuatre of eperations more than they actu-lly were. "*%es 


ECOG 
L. K. Pohl, Colonel, HO 


\ 


TAME. COPY BXZRACS ax eves! Capt B.P. Kunkel, (m2), Usm, dtd 2) Apr 48) 
eeeeses 86, From ay aveareusiek daring World War 13, medical legistics 
were well worked out, excepting where the medical department wae not kept 
- abreast of planned campaigns, fhis is a very important factor. It is ay 
opinion that the staff work of the medical department could be improved 
wpon. Whenever campaigns are being planned, staff medical officers should 
be in attendance. I understand this wae not always the case when can 
_ +paigns were planned during World Yar II," $¢ 
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TRUS EXTRACT COPY; (letter from Colonel Richard T. Arnest, Ret. 
dated 19 April 48) 


Weetrint "¢, This is a highly comtroversial subject and a ready 
solution is not available. The movement of medical units and 
supplies were given a low priority by certain commanders, thus 
rendering the mdical situation acute at tims, The mdical 
service in a heater of operation should have control of sufficient 
transport to handle the movement of its tactical units and supplies. 
The logistic of landing operations is particulerly difficult and 

no set pattern can be prescribed, When establishing a new theater 
of operation a system of automatic supply is essential for the 

first & to 12 weeks until a definite requisitim basis can be 


established, -4 sie 
AYA Q 
L. Ke. Pohl \ 


Colonel, U. S. Army 


TRUE COPY EXTRAOT (Ltr Capt E.R. Hering (WC) USN, dtd 17 Deo 47) 


eevee G, "Lack, early in the war, of full-fledged department of amphibious 
medicine in the Burean. This lead directly to a failure of concerted effort 
im planning, assignment of personnel and the development of modernized doctrine 
and equipuent. Later a liaison officer for field medicine with Marine Corps 
ters was given a place in the Bureau organization and to the best of 
their ability, Cavtains Brown, Moore, and Haight attempted to f1i11 our needs. 

_ It would appear that a field demanding intricate strategical and tactical plann 
ing and logistic support, and upon which is placed the care of thousands of 
Gasualties in a short space of time, deserves a plase of importance at least 
along with space of tine, deserves a place of importance at least along wiGh 
that of Flight and Submarine Medicine. While exceedingly valuable and nec- 
eetary in research and development, nevertheless, in battle both of these 
fields assume a more static role than does Amphibious Medieinel One rece 
eumendation which I believe of utmost importance hae to do with Medical 
Supply. I did not include this under paragraph 4 beeause prior to the tine 
Captain Jordan took over at ComSerforPac, owr supply channel was so devious 
I never did understand it. A system of medical supply should be worked out 2 
which as closely as possible parallels Marine Corps supply channels, with 
medical supply sections in major Marine Gorps Depots. Captain Jordan soncurs 


in this recommendation, #9999 = Nes 
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RUE COPY EXTRACT (Letter from Captain M. J. Aston (MO), US¥ 
Pertemouth, Virginia, dated 23 April 1948) 


wevee H(g) Medieal logistics in military campaigas. | 


T am not- qualified to speak on this subject as it refers to the 
Medieal Departament and organisation of the army, but I do believe that 
eur own medical logistics were well-conceived, well-implemented, and 
efficiently executed. Planning on Bureau level was sound, Obviously 
some degree of eriticien can be leveled at any undertaking or plan. 
Supplies and equipment were already available in fair quantities in 
the Pearl Harbor area at the tine of the attack. Our own vessel, the 
Solace, cerried in its medical storereoms the supplies and saterial 
adequate for two yeare of so called normal operation. In a very short 
time after hostilities began medical supplies and equipment flowed out 
te ue in an every swelling stream. We were thus able to load our ship 
to capacity with these needed articles and transfer them to Nedical 
Department Units in the forward areas. (Another important mission of 
a hospital ship). 


Some material was forwarded by aireraft. At any rate our units 
seemed to have pretty much what they needed. Due allowances must be 
made for destruction and lose of supplies and equipment during combat. 
Barly in the war when we lacked a sufficient mumber of ships, docking 
and unloading facilities, some of our medical units were delayed con- 
aiderably in establishing their hospitals. This situation improved as 
time went on. We should be able to do a detter job next time unless 
our materiel and personnel resources become seriously reduced, **"**s 
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TRUE COPY EXTRACT (Letter, Captain R. F. Sledge (iC) USK 
dated 26 April 1948) 


wten® “Medical Logistics in Military Campaigns. 

"Since there is a Jeint Army-Havy Medical Procurement Agency 
and an Army-Mavy Catalogue of Medical Materiel in which a lerge 
percentage of items are common to both services, either service 
could provide medical logistic support for a given campaign 
through common Medical Supply Depots and Storehouses. However, 
the where, when, what and how much for Ground Forces should be 
the responsibility of the Army; for Forees Afloat and Shore Base 
Waval Forces the responsibility of,the Navy; and for Air Bases 
the Department of Air. When Bases are to be used by more than 
one service, the service having the greater force to support or 
having the controlling command should provide logistic support 
after the base is once established. 

"Support for Military Government should be furnished in ac- 
cordance with policies determined by the Jeint Chief of Staff. 

"It is believed that above plan will work however great care 
will have to be exercised to prevent areas such as New York and 
Oakland from assuming too great a portion of the overall workload, 
Fven greater care will be necessary in the case of a national 
emergency to prevent the above named medical supply facilities 
from becoming a bottle-neck if the proposed = medical supply 


depot operations is adopted,” ##e## 
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TRUE COPY EXTRACT (Letter, Colonel C. J. Baker, MC, Air Force 
dated 22 April 1948) 


went Se, Medical logistics in military campa e. The movi 
quartering, and provisioning of medical peakDasiar coals — 
should be the responsibility of the Force or Forces to which they 
are assigned, with a definite understanding of the special needs of 
the modical department by the Theater Commander or the Commander 
under whom they will operate,” s##* 


TRUE COPY EXTRACT (letter, Rear Admiral C. L. Andrus (NC) USE 
: dated 27 April 1%8) : 


onme “The problem of providing logistic support in any military 
campaign is the problem of getting what is wanted, where it is wanted 
and when it is wanted, During the early stages of World War II many 
items required in logistic support of the fighting forces were not in- 
mediately available or were in short supply. Just as in other fields 
of tion for prosecuting the war on a scale and in the areas of 
extended combat, the medical department, early in the war, found it 
necessary to extend procurement, develop new equipment and create face 
4lities for meeting new situations overseas, As the war progressed 
great advance was made in every direction and with the tempo of pro- 
duction greatly increased, the ‘What’ was needed became available in 
sufficient quantity. Hospital facilities for overseas bases, hospital 
ships and sources of medical gupply were at hand with special provision 
for saving life such as the delivery of whole blood at the front be- 
came routine. Facilities for the evacuation of casualties by air were 
perfected and in general the ‘Where’ and ‘When’ of medical ‘logistic 
suppert was fully met. Again it is difficult to comment on specific 
controversial points without knowledge of what they may be," *#ese 


® 
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EXTRACT COPY OF PFRTINENT MATTRIAL CONTAINED IN AIR FORCE MEDICAL DEPARTMENT 
HISTORICAL RECORDS OF WORLD WAR II. (IAS Area Comd. 1943) 


*enet At Casablanca, the initial problem confronting the Section 
was obtaining and distributing supplies. The confusion of embarkation 
and disembarkation frequently resulted in medical equipment and suprlies 
being lost or misplaced, and not infrequently misappropriated .... the 
survey of units for T/BA ecuipment was instigated. At first this required 
actual contact with the units, in the field, visibly ascertaining the 
amount of eauipment on hand. The problem was made more difficult by the 
fact that the majority of Medical Officers and unit supply officers, 
had no exact knowledge of the authorized quantity of equipment allocated 
to them by given T/0 and E's. Therefore, a task not rightfully belonging 
to the section had, of necessity, to be assumed by it, if equipment and 
supplies were to be properly distributed. This was the formation of 
equipment lists for all the various mits in the service command, and 
all air force units serviced by the I Air Service Area Command (Special). 
This was accomplished and the initial complete inventory finished in 
April 1943 indicated an overall shortage of 40% in suthorised T/BA. "#1 


(IASAC - 1943) 


seene "Survey of such units (fighter and bomb. sqs disembarking at 
Casablanca) frequently revealed extensive shortages in equipment. The 
records of the section indicate that it was not mtil Jume 1943 that 
units arriving at Caseblanca from the United States were doing so with 
their organic medical equipment with them, or dependably allocated to 
them at some other port in North Africa. But throughout the first 6-7 
months of the North African campaign, it was the frequent experience of 
this section to be told by tactical wit surgeons and supply officers 
that they had been told at the point of embarkation that equipment would 
be obtained in Africa. Follow-through on this statement was mde ir- 
regularly or not at all, and just what it implied wae not known. Was 
the equipment actually shipped from the port of embarkation, did it 
have the uit task force number, or was it turned in as excess in the 
United States, and therefore would not ever arrive in North Africa? 
The answers to these questions often were not known. The result of 
these misunderstandings was, of course, to produce a vast amount of 
what should have been evoidable interdepot shipments. Further, in an 
effort te forward tactical wits with at least en 
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EXTRACT COPY OF PERTINENT MATFRIAL CONTAINED IN AIR FORCE MEDICAL DEPARTMENT 
HISTORICAL RECORDS OF WORLD WAR II. (IASAC - 1943 - Contimed) 


om essential medical care, service command units were stripped of their 
equipment. In June and July, 1943, for example, records show that only 
40% of authorised ambulances were available to the I Air Service Area 
Command (Special) Units and that other T/SA equipment was just over 50%, 
However, during these same months of 1943, the slack was taken up so 
that by August of the sane year, we could show anbulances as being 85% 
complete and /BA 75%. Meanwhile, other 


420 
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Extract of Statements made by Brig Gen Robert C. et MC, USA (Retired), 


@ April 1948, before the Subsamal.t tee on Military Medi 
Resources » 


su" Automatic medical supply for. meintenance should be used only in the early 
stages of a campaign and until depots can be established in the Theater of 
Operations ." 


We started cut in this world war with automatic maintenance of pes: 

and I think we wasted a lot of supplies. I think that a lot of supplies went 
into theaters where they wren't needed at all, and units simly were overrun 
with supplies. They wren't using them at a rapid pacee And I think we got 
down to the logical way-of getting supplies as they were needed by requisition of 
semi~antomatic, or simply by requisitions 


“Should equipment of medical units always accompany the personnel of that 
unit ai overseas movements?* 


1 certainly should, if practicable. But I don't think it should be 
essential in a well organised transportation systeme We did have a lot of 
difficulty in World War II in getting medical equipment of the unit sent 
altogether. The policy was, of course, to put all the e Pees ie eg of a unit on 
the same boat. but the longshoreman took 4t in ane when they finished up 
a ols they put the rest of it on the next boat, even though the next boat 
selig th cokas Getc WE ad Gee Eerrtacly 1h Dsttia ee ootvine 
ware of a wnit in one port and the rest of it in anothere I think that should 
be handled by adequate supervision of port transportation. I think that was 
the faulte I don't think it should be ohapaay that the unit keg ong has to 
go right on the same ship. If practicable think it would ssc, Bat certainly 
Tati as to te HEA Rt tee ee Ss ce eae nel aro, it seens 
to me there are many other things, perhaps of more importance the nedical 
equipment, of the unite Perhaps in planning you could get nee equipment over there 
before they got there. In many instances you can get it there and have it at 
the point they have to bee That would be still betters 


W411 atomic warfare increase our total medical requirements? Do we need 
any’ special units for this or a general overall increase of present unite?" 


We may need some special unites But I think that we would not need a 
general. cverall increase of medical units, Strangely enough, the crag & reies 
in combat units having’ varied very mich from the time of the Greeks to 
‘present time, I don't think that we will have so many more carentnies pont the 
armed forces than we had in previous ware, Maybe we padi ok is the 
casualties. aiong: the civilian ‘population, 

"Did we have sufficient hospital ships? Bhould we rely more on air @¢vacuae 
tion especially early in any future war? Should the medical. departzents have 
control of ape lege tea units in all echelons including that of topic 
cases tw the 
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We didn't have any ships for a long timee In the later stages of 
the war, I think we had sufficient hospital shipse We did not have an ston 
quate mmber of hospital ships utd later in the wars 


I think air evacuation is very, very important, and will be _— to. 
large extent in all stages of future wars, 


I am not qualified to cament on the control of ae 


"that can we do to assure air evacuation early in any future war? 


arrange for the use of modern commrcial air lines converted inte 
ambulteSie I feel sure that air evacuation will be used in any future war. 
‘Of courses if we have adequate planning by the Air Force and these transport 
planes can be fabricated to be ready, it would be the best way that I mow 
of to be ready for it. 


as communication between medical units satisfactory in the combat sone? 
Do you advice radio in all field medical unite? If not, why not7# 


I. dontt know how that worked — I wasn’t fortunate enough to be over 
there, But I certainly do think that important medical wits should have the 
advantage of ‘radios 


"Zhould the supply of whole fresh blood be made a responsibility of our 
medical supply services? If not, who should handle it? Laboratory? Do 
ee ee ee Zone of the Interior? If 

what suggestions do you have for a collection system in a theatre? Whe 

operate this collection syseten? The supply or the Aaherakery, sections?* 


think, in general, the laboratory sections should collectéen and 
te the whole blood. I have had no experience along that line. If 
tbe eras chmpaign fo toply ail tin biood te, wols country needs is 
I don't think we will have any trouble of getting plenty of blood — 
aa boca Gr tas Sotortors 


"In what items were you in supply during the war? In —— 
supply, to the detriment of the s Pina wounded? * 


- That is more for the theatve. We wre very well supplied in the 


"Did we waste medical supplies? How could this be prevented? Were 
any items in constant over 


I think the automatic systen used for a while dscogude- pluaedl x cake 
SG A hae ee But I know of no 
waste of supply in the Zone of Interior, 


"Is there any change indicated in our prineiple of placing the responsie 
bility fer evacuation on the next rearward echelon? If so, what do you recommend 
Bid aiy liaison operate adequately? If not, what change is 


(RESTRICTED! 422 


RESTRICTED) 


indicated? Should the medical department return recovered cases to their 
units? Should Gel continue to bungle the problem? What was the result of 
Gel fimbling in this responsibility? What is your suggested recourse in 
the premises?" 

I think that the primary responsibility is on the rear echelone But 


certainly the forward echelon has. the responsibility of seeing that they get 
back, even to the extent of taking them ae if as has ee 


a 
Ls Ke | 


Colonel, M0 
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TAUe BXVYRaCT COPY OF HADICAL SUPPORT GF THE USasF Iu Fils 2UhurPaad THUATIAG oF GPERATIURS 
Pessoa SECTIGOR = AFTAS. 


Seeeesee G, "The adzcinistrative difficulties engendered by the scarcity and im 
proper distribution of medical personnel were intensified by the lack of supplies 
and equipment and thoir improper handling or supervision. The severe shortage of 
organization medical field equipment, such as Dental Chest io. 60 and Flight Sur 
geon's Bxawining Chests, was due either to less enroute or to the fact that such 
equipment was issued to the units prior to the departure of the troops frou the 
United States. 


For several wonths during 1942, 90—day medical supply replacemcnts for 
15,000 Air Force personnel were secured from the United States and sent to the Ned- 
ical Supply Platoon, Aviation, for distribution to the units which first arrived in 
England. Efforts on the part of the SOS to take over this depot were forestalled 
by strong representations on the part of the Comianding General, Eighth Air Force 
Service Command. We succeeded not only in securing the privilege of operating this 
depot under the name of the Eighth Air Force Medical Supply Distributing Point tat 
the authority to establish emall medical supply distributing points at certain ad- 
_ vanced Air Force depots. 


Yortunately, by the time of the invasion of Burope, air evacuation was 
out of the theoretical and comtreversial stage. It bad weathered the objections 
ef the skeptics of both medical and lins, 


The two chief problems appeared to be communications and supply. For 
air evacuation to function efficiently, it is necessary for the coordinating off- 
icer to know the number of patients ready for evscuation at each forward area, the 
available hospitals in the rear areas, and the availability of planes in the for- 
ward areas and the arrival time of euch planes. Thea it is necessary for the coor 
dinating officer to advise the forward aréas of the number and expected tize of 
arrival of the planes, provide each pilot with the destination of his patients, and 
to inform the receiving area of the number and expected tiwe of arrival of the 
patients. In an amphibian operation, such as the invasion of Sicily, whea ordin- 
ary means of commmication are not available, special problems of communication 
. exist which must be solved in order to prevent the breakdown of air evacuation. 


Attention was called to three major controllable factors which deter 
mined the number of casualties evacuated by air. These were: tne staff pdlicy 
of liniting evacuation to returning freight carrying aircraft; the restriction 
on the use of tactical air fields by traneport aircraft; the reception facilities 
in the United Kingdom, In addition to the controllable factors, there were weather 
conditions and the limited facilities of tne holding upits om the Continent which 
had to be considered. On the basis of reception facilities in the United Kingdos 
it was concluded that daily air evacn:tioa for American casuaitie: could be increas- 
ed 500 percent. This study therefore recommended thet air evacuation facilities be 
made available for the evacuation of the majority of the casualties from the Con-— 
tinentak to the United Kingdom. This recommendetion was approved by G4 and by 
the Chief Administrative Officer. The facilities, however, were not imediately 
fortheowing, as will be seen later. 


For these reasons, General Hawley concluded that evacuation by air was 
the only “proper” method. His reasons for the unreliability of alr evacuation 
to this date are quoted in full: BEAR 424 
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TRUB BXERACT COPY OF MEDICAL SUPPORT OF THE USAAF IN THE EUROPEAN THCATAR OF OPERAR 
TIONS, HISTORICAL SUCTION - APTAS, CONTIEUsD: 


(a) ‘The medical service hes been unable to effect a Liaison with the Air 
Forces which is effective. There are so many echelons of command involved that 
it takens more then a week merely to make contacts. 


(ob) Bvacuation of casualties by air has no priority at all. Except upon 
one or two occasions, it has been imnossible to evacuate casuslties by cir unless 
supplies were being carried forward by air. Consequently, evacuation is completee 
ly dependent upon supply. Where there is no supply by air, there is no ev-cuation 
by air. 


(c) Evacuation by alr is interrupted at such times as tactical opcrations by 
air are contenplated. 


(d) All planes engaged in air evacuation are based in the U.S. Consecuent— 
ly, air evacuation depenis not alone en the weather in Prance, but also upon the 
weather in the U.F. There have been, and will be, tines when flying is impossible 
in the U.K., tut quite possible in Pramce, However, no evacuation within France 
is possible at such times. 


To remedy the shortcomings in the air evacuation system as pointed out here, 
General Hawley recommended that air evacuation be given a definite st:.tus; that air 
etacuation be made a seperate mission which would not be entirely dependent upon 
_fesupply by air; that sufficient aircraft be made available and based in France 
for evacuation here when weather conditions prohibit evacuation to the United King» 
dem; and that a chain of communications be established ia which the Chief Surgeon, 
BTO, could inform the respomsible commander in the Air Forces of the necessary ro- 


‘quirenents. 


fhe inability to get planes on a lower echelon of comand, with the 
resulting threat of a complete breakdown in the whole system of evacuation of 
Sasuclties, destined the issue a consideration by the Supreme Comsender. As a 
result of the withdrawal of all C-47 planes of the Troop Carrier Command from air 
evacuation without notice, according to General Hawley, the evacuation became 
eritical immediately, In a memorandum te the Commanding General, Combat Zone, 
20 September 1940, he warned thet “unless decisive action is taken without delay® 
the whole evacuation system would be stalled; Owing to the fact that the backlog 
of casualties was increasing at an alarming rate,. he requested an assignment of 
200 Ce47 planes for evacuxtion until the backlog of patients could be cleared out, 
Again, he kept hammering away at the reason why air evacuation “had been most une 
satisfactory"; the complexity of control of plane@ and the fact that evacuation 
had no priority. 


General Hawley advisel General Zenner on 21 September of the failure 
of his efforts to get the necessary planes allocated to relieve the evacuation 
sitmation. As of this date en estimated number of between 6,000 and 7,000 can 
wualties was awaiting evacuation, the majority requiring immediate definitive 
treatment and whose condition "is steadily deteriorating", The Commsnding Gene 
eral, Communications Zone, hed presented his requests for the tempercry use of 
200 planes and for the indefinite acsignment of 50 Ce47 planes for air evacna- 
tion to the Thecter Commander, with the answer that 1t was doubtful if any planes 
could be furnished, and that other means of evacuntion should be used, With refe 
erence to “other means", General Hawley stated that, with the exception of three 
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PRUE EXTRACT COPY OF MEDICAL SUPPOKT OF THA USAAF 18 THR EUROPEAN PHRc TER OF 
OPZRATIONS, HISTORICAL SECTION = AFTAS, GosTIuUgD; 


hospital trains of a daily life of 505, "Shere are no other means." He con- 
@nded his menorandum with this statement; °I do not know whether or act the 
fheater Commander fully realises the seriousness of this situation". 


Lt. Gen 0... Bradley called the evacuation problem to the attention 
of General Eisenhower on 25 September, 1944. The long lines of communication 
in the US sector, he eaid, made air evacuation a necessity; that they had not 
“been able to overcome the difficulties introduced by sudden and complete with- 
drawal of aircraft for proposed airborne cperations,*® because land transportation 
Gould not be efficiently and quickty produced; and, therefore, he requested that 
"a minimus of 40 C-47 aircraft be fimly allotted to the mission of evacuating 
Gacuslties from Twelfth Army Group. 


General Bradley was advised that the only C-47 aircraft which sould 
be allocated to the evacuation of casualties were those of the Troop Carrier 
Command or those of the 302 Transport Wing, Air Serfice Comnanad, USSTAF. The 
mission of beth of these agencies was operational and to reassigm the function 
of these agencies would be at the expense of operational neede. It was pointed 
out that a large number of ¢~47's from the Troop Carrier Command were engaged in 
emergency supply to army areas and would be available for evacuation until such 
time as they would be required by the First Allied Airborne Army. A statement 
en air evacuation policy was made as follows; 


Air evacuation of casualties must be considered as 2 bonus to be s¥ail- 

able from time to time az conditions permit anc not as a scheduled lift 
to be available under all conditions. Eve: if not interrupted by oper 
ational requirewents, it is subject to interruption without warning, and 
for indefinite periods, by the weather, and any evacuation aystem based 
on aircraft transpert will break down. 


Although every cone concerned was in agreement that cperational requirements 


should have priority over the evacuation of casualties, experience showed that 


air evacuation played a very important part in the system of evacuation. If 

it were assumed that an evacuation system were bused on air transport alone, it 
could reasonably be expected to break down under certain conditions. It should 
be noted, however, that there was never any intention of basing the evacuation 
system on air transport alone. Considering the SHAEF statement in the light of 
the actual number of casualties evacuated from the theater by air, it shows a 
lack of appreciation for thie method of evacuation, to say the least, 


Lt. Gen. W.B. Smith, C/S SHAEF, to Lt.Gen. John CG. H. Lee, GG, Com 
Zone, 21 Sept 1944, subject: Medical Evacuation states; Although SHAEF poliey 
on air evacuation remained the same —~ that air evacuation sust be considered 
8 bonus and was dependent upon resupply ~- there were enough uhofficial variations 
in this policy on lower echelons to move the patients whe had to be evacuated. 


Altheugh efforts to secure the allocation of 47 aircraft for ez 
Clusive use in the evacuation of casualties vere never successful, General Grow 
aid succeed in getting a squadron of 20 UC 64 _— for purely medical purposes. | 


§ 
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TRUE EXFRCT C PY OF MEDICAL SUPPORT OF THE USAAF Ih THE EUROPZAN THAATER OF 
OPERATIONS, HISTORICA]. SECTION - AFPAS, GOUTINUED: 


fhese planes had been relatively inactive because they were not very satisfactory 
for resupply, nor were they particularly well suited for the evacuation of casu- 
alties. They were based at Le Bourget Airdrome and used to carry critical items 
of medical supply to forward areas and bring back patients on the return trip. 
Bach plane was equipped with litters to accommodate three patients, and there was 
room for two sitting patients, the pilot, and surgical attendant. Hotwithstand- 
ing operational and structural difficalties with these planes, much important work 
was sccomplished with them. During the period from 23 September through 29 Dec- 
ember 1944, 36,008 pints of blood, 337,918 pounds of miscellaneous cargo, and 
567,059 pounds of medical resupply were transported, along with the evacuation 
of 1,168 patients. 


There were only seven patients who died in flight during the pericd 
from January 191); through September 1945. During the period from June 1944 to 
22 dune 1945 there ware 391,012 separate patient movements. Although the 7 
deaths occurred over a longer period, using the data for the latter period would 
' make a ratio.of 1 death to 55,359 patient movements. Considering the types of 
casualties evacuated, the seven _ died in flight probably would have died anyway. 


Air evacuation made it seeetuls to bring casualties to hospitel facili- 
ties far behind the front, thus enabling medical staffe and medical equipment te 
be made use of in a far more economical manner, But, above all, the rapidity of 
the transportation of casualties to a hospital tremendously increased their chance 
for survival, ‘When one considers that from the beginning of the war through 1946 
there were 1,356,618 separate patient movements in all theatere and the Zone of 
Interior, one is likely toe agree with the position of the former Air Burgeon (Maj 
Gen D.H.W. Grant) that “air evacuation of the wounded, as a life-saving measure, 
ranks with blood plasma, front-line surgery, and modern medicines of the sulpha 
and penicillin types ,....... for, without the rapidity of movement which air 
transport provided, even these measures would have se Jpccaraad Ae, -£a¥e many Lives 
which were saved, Neeeerer oa og 
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Ti ERIRAGE_ COE (Rxtract of statemnts made by Colonel Thoms J. 
cath tabicanivina oles adios af Moa 
cr +] 
Resourses ) 


wane We, I have worked on that @ lot, of course. The 
thing I would like to say relative pad hago tn Slopapaanchdl dy 
go to a requisition gare Rendle dipdlgsid cogs 
eutomatic su may be necessary in ane opera 
supply and of that is just anaes snl nowmaeiatare) bt 

order to conserve supplies, that you should go to a requisition 
system just as soon as possible. ahat'e age Gal Ala Sukh 


"Did lack of land transportation hamper the medical service 
during campaigns?" I would sey it was generally satisfactory; 
that you can't give medical mits all the transportation they 
need to make them fully mobile, and there would be a waste of 
transportation if you did, *HHhHKie 


ee 


Colonel, MO 
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SRUE COPY EXTRACT (Letter from Captain W. D. Small, (MC), U. S, Navy 
dated 5 May 1948) . 


eoeee"8, (a), Hospitalization in the combat sone was most effectively 
implemented by the Army evacuation hospitale. Thay were superior in 
equipment and staff to the Army field hospitals and should be the basic 
pattern for future developements, The Kary G-6 was not adequate in 
either composition or personnel in comparison with the Army evacuation 
hospital. An extemporized version of the latter type was hastily 
Aoasanhrpe in 1944 for the Marine Corps. Three such hospitals were 
organized and functioned fairly well. They vere, however, too bulky and 
had too much heavy equipment. Specialised professional personnel for 
such hospitals should be provided from appropriate specialist teaxs. 


(>). Hospitalization in the supporting arenas was most effective 


ly provided by the Havy's fleet and base hospitals. Comparable Aray 
installations while less costly and of less weight did not possess the 
necessary facilities and equipment for maximum service to the patient 
or welfare of the staff. Army medical officers serving on CinCPac's | 
etaff were at firet quite critical of the Navy's G-2 and fleet hospitals 
as deing too heavy and providing too such comfort at the expense of 
mobility and rapidity of construetion, However, toward the end of the 
wer, after the Seabees had learned how to put wp these hospitals with 
efficiency and speed, the Army procured a large number of Quonset- huts 
for the construction of hospitals. In any future war, all such hospitals 
should be of one type of construction and it is delieved the Quonset hut 
type is more practicable. = 


(c). Evactuation was grosely inadequate early in the Pacific War. 
The delay in authorizing and in assigning sufficiently high construction 
priorities to hospital ships wae a glaring defect and but for good 
fortune could have resulted disastrously. The utilisation of APA's 
as makeshift hospital ships should not be repeated. The personnel of 
such ships deserve great credit for outstanding performances and for 
preventing a very poseibdle national scandal. The developement of 
efficient and safe air evacuation later in the Pacific Yar gave us the 
most effective means of rapid evacuation we had. It is, however, a very 
costly method but in the future, if planes and fuel are adequate, will 
probably replace surface evacuation to a large extent, It is worthy of 
note that many patients interviewed by me, who had been wounded in the 
early campaigns and evacuated by ship only to be agein wounded in later 
operations and evacuated by air were prastically unanimous in preferring 
air evacuation, "oeeee | 
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TRUE COPY EXTRACT (Letter, Captain F. R. Urban (NC) USN 
dated 28 April 1948) 


uueee ® (c) Medical logistics in military campaigns. 


"(1) Should be revised to accommodate casualties of mass destruction 
weapons. 


*(2) Poor staff planning in relation to consumption rates of indi- 
vidual items of medical supply, e.g., too mich cotton and gause, too 
little antiseptics, fungicides, etc.” s## 


Pe 


“Le Ke Pehl, Colonel, MC 


TRUE EXTRACT COPY (Ltr LtCol Walter J. Reuter, DentalCorns, dtd 11 May 48) 


eoneese G@, "Dental Prosthetic Service. a. Deficiency ~- In foreign theaters it 
was generally the policy that hospitals and other dental laboratories (none 

Air Force) provide the dental laboratory servéce. Facilities provided were 
Generally considered inadequate. Units too often wers iocated too great a dist- 
ance from these facilities, or mail serwice was too slow to successfully utilise 
them. ). Unfavorable Effects - A patient admitted to a hospital for con- 
struction of prosthetic appliances occupied a bed in the hospital for days 
although he was an otherwise healthy individual. During this time his services 
were lost to his unit. Cases sent to laboratories for processing too often were 
returned after an interval of time which materially/freduced the usefulness of 
the appliance. ¢. Recommendations - That Air Forees be authorized to operate 
dental laboratories - mobile and fixed. 


Fisld Equipment. g, Deficiency - The MD Chest 60 prowided an array of 
dental inetraments for the dental officer, but was sadly lacking in several 
essential items, chief among tem being a good light, essential elevators for 
exodontia, a small dental cabinet and an electrified engine. fo this may be add- 
ed a small, lightweight cuspidor. These items are obviously desirable as they 
were alwogt invariably improvised in the field. [Items furnished in the M) Chest 
60 were crudely packedwith apparently but one consideration in mind, that being 
to pack a maximum number of items ints it. In the field, however, it served no 
useful purpose except for storage, and a dentsl cabinet had to be improvised to 
hold the many individual items when not in actual use. b. Unfavorable Effects - 
Upon arrival in the field, dental officers are faced with the problem of oper- 
ating under severe handicap or improvising the items mentioned in g above, re- 
sulting in a loss of operating time. Items improvised at best were still quite 
inefficient compared to what might have been furnished and the dental service 
correspondingly lowered in quality and quantity. ¢. Recommendation - That field 
equipment be developed which will include 1) an operating light 2) electrified 
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TRUE EXTRACT CoPY (Ltr LtCol walter J. Reuter, Dental Corps dtd 11 May 48, GuxT, 
motor, 3) a more complete set of surgical instrusents 4) a emall, lightweight 
cuspidor with tubing for running water and drain, 5) aswall dental cabinet fo: 
instruments, "essseees 
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TRUE COPY (Extract fr Ltr Albert T. Walker, Captain, WC, USN, 26 April 1948) 


TE "During the last war, logistic problems im maintaining overseas 
hospitals were tremendous and used up a great deal of valuable shipping 
spacee High-speed ambulance ships would provide rapid transportation from 
the combat area directly back to the source of all equipment and supplies 
(the sone of the interior) and would be able to return to the combat area 
with much needed medical supplies, The setting up of so-called mobile 
hospitals should be kept at a minimum, 


LEGAL 


Colonel, MC 


THUR COPY EXTRACT (Ltr Capt. M.S. Mathis (KC)USN, Dtd 6 May 48) 


oeeoe9 G, "J shall comment on this only from the standpoint of supply. Ina 
the Pearl Harbor area the Medical Officer in charge of the Supply Depot had 
aifficulty in acquiring information on which to base his logistics. Prom 
October 1943, when the Depot begen sunplying everything within its reach 
until the latter part of 1944, there was no one place or officer to whom 
the officer in charge could go for necessary inforsation. Information was 
solicited from the Flest Medical Officer, Base Force Medical Officer, Dis- 
trict Medical Officer, Hedical Inspector for BuMed and eventually the 
District Supply Officer. Supply logistics were made from an estimate 

of the situation besed noon information received from all the sources. This 
method was inaccurate and on one occasion the results drought near dis- 
aster, Feb. 1944 the Force surgeon gave estimated requirements for the 
fle t and forward areas, by month for the year 1944. In May 1944 it was 
accidently learned that the fleet in May was approximately double the 

size apticipated for December, A rush request for a tremendous increaze 

in sucplies and equipment, produced consternation in Brooklyn and re- 
eulted in considerable shortages for about two months. Fortunately 

the Army war able to come to the Depots asGistants in meeting most of 

its lacking requirements. Another near calamity was averted by and 
received from the Army between August and October 1944 due in most part 

to three factors; 1. Faulty technique in forwarding of baek orders on 
items out of stock in Brooklyn; 2. Legistics forwarded from BuMed to 
Brooklyn not keeping up with those in the Pacific and 3rd, Brooklyn's 
faulty adherence t> logistics based on past performance with insuffice 
ient credence given to logistic support from the area. These difficul- 
ties were all corrected after an inspection by the Chief of Mat. Div., 
Nov. 1944 secret information was made available to the Depot and dependable 
information from the Fleet and Force Medical Officers began to be reo 
ceived from which accurate logistics could be made. Recomnendations; 

1. Medical logistics be formulated by the Porce Medical Officer. 2. 
Medical Supply Officer be kept currently informed on medieallogistocs. 

3. Medical Supply Officer formulate logistics for supplies and equip- 
ment. 4, Medical Supply Officer for area keep Mat. Div. ourrently in- 
formei on area logistics. 5. Alternative tol, 2, 3 or 4; Give Med- 
{eal Supply Offieer suffichep$ reac te admit bim.to the source of in- 
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TRUS COPY EXTRACT (Ltr Capt M.S. Mathis (MC) USN, Dtd 6 May 48) CONTINUED: 


formation. I believe all personnel who are to be assigned duties in 
connection with procurement and distribution of supplies and equipment 
and logistic suppert for same, should havea minigum of six montns pre- 
liminary training. Medical Officers not to be assigned such duties 

should be briefed on the above during their indoctrination period in order 
that they became familiar with mefhods of procurement, places where 
supplies and equipment can be procured, quantities and types required for 
the mission and lead time required. Many difficulties were encountered 
during the early part of the war, due to medical officers lack of ine 


formation on this subject, #eeeeersees 
Fok LE Colonel, KC 
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EXTRACT OF STATEMENTS MADE BY COLONEL OSCAR S. REEDER, MC, USA, ON 15 APRIL 1948 
AT INTFRVIFW WITH SUBCOMMITTEE CN THE EMPLOYMENT OF MILITARY MEDICAL RESOURCES. 


seaun ©(F) 8." No. 80% of all casualties were evacuated from the mediterranean 
theater of operations throughout the year 1943 in personnel ships. I think 

the basic requirement in heepital ships should be previded fer during peace 
because it takes from one to two years to get any hospital ships off the 

lines and their priority for construction is low, consequently it was over two 
years before hospital ships in any numbers appeared and even then the nusber m2 
was inadequate. I do not believe we should rely on air evacuation early be- 
cause the nearer we get to the front the less liklihood there is of having 

air available. Re control. I learned in the beginning that you could not 

get staff agreement on air evacuation. That applies to Algiers. I believe 

the responsibility for air should rest in the U. S. Air Foroe and adequate 
provision should be made now to insure definite provisions for evacuation 

of casualties by air upon call from ground surgeons in any of the theatres, 
etc. ¢ 


"9, By making provisions now for a definite evacuation achaing te be 
used in the future. 


"90, I don't believe communication between medical wits was satisfactory 
in the C2. Only commmication was by telephone or messenger and very often 
medical mits did rot have telephone commmication. I think radio in all field 
medical units would be an excellent idea. 


"(c) 1. I don't think any particular trouble was found in actual tonnage 
for Medical Department supply. The leck of shipping caused considerable delay 
in arrival of personne] of medical wits and also in the equipment of medical 
units. The Medical Department had to present bids for space in convoys the 
same as any other service. Thig usually resulted in a considerable increase 
in the strength of personnel arriving in the theater with no accompanying 
medical units. During the years 1942, 1943 and early half of 1944 in the 
Mediterranean Theater there were scarcely enough mobile and fixed beds in the 
theater to carry out the medical mission."#+++ 


aenet 3, Yes. Movement by echelon proved satisfactory only by gathering 
trucks from other sources to move a unit. Denial of transportation was an 
obstacle. 


"4. I will have to qualify that statement. I think medical supply sere 
vices should be made responsible for the distribution of blood if the source 
ia from the U. S. However, if no arrangements have been previously made for 
a supply from the U. S. a wnit or a subsection of a laboratory should be set 


up to provide bhoed for a uit. I feel very strongly that it is a supply 


item. 
Pegi 
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EXTRACT OF STATEMENTS MADE BY COLONEL OSCAR S. REEDER, MC, USA, ON 15 APRIL 1948 
AT INTERVIEW WITH SUBCOMMITTEE ON THE EMPLOYMENT OF MILITARY MEDICAL RESOURCES. 
(Continued) 


"5, Frou the standpoint of supply, I don't have anything in mind. We 
vere always short of ambulences.” ##nat | 


seene"S, Under medium conditions of warfare the medical units were notile 
enough. However, they were not during periods of heavy combat. The greatest 
lack was transportation. Mobility should be increased. No." ##t+« 


«tue POne of the main difficulties encountered by Army surgeons and arny 
group surgeons was the transfer of medical units from one sector of the dombet 
zone to another as an sccompaniment to Divisions being transferred. In ‘ 
many instences as mny as three divisions were transferred from one army 
sector to another without any medical units whatsoever. This places « great 
hardship on the Army surgeon into whose area the units are moved and leaves 

_ the army surgeon losing the divisions with extra medical mits on his hands. 

A definite standing operating procedure should te developed which specifies 
what medical units are to accompany each division when transferred “sent 


Z L. KE. Pohl, as HC 
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TRUE BETRACT COPY OF MEDICAL SUP°ORT OF THE USaar IN THS MEDITERHANEAN THEATER 
HISTORICAL SECTION ~ APTAS 


eeserene GO, "Phe efficiency of the Medical Detachnent Dispensaries, Aviation, 
that accompanied the invasion troops was somewhat impaired by lack of equip- 
ment. It was later learned that their equipment had been sent to the United 
Kingdom where it was dismantled and used for stoekage of depcts by the Service 
of Supply. As a result these units did not receive their authorized equipnent 
for approximately four months, 


Organized Air Bvacuation. fhe informal phase of air evecuation ended 
on 14 January 1943, when a formal plan for air evacuation of wounded in the 
funisian Campaign was adopted. 


It was not until 10 March 1943, with the arrival of the 802d Medical 
Air Evacuation Transport Squadron in the theater, that air evacuation was under 
the direction of organized and especially trained personnel. Thies squadron 
was activated on 10 December 1942 and trained ai the School of Air Evacuation, 
Bowman Pield, Kentueky. Pricr to the arrival of the 802d Mediasl Air Bvacua- 
tion Transport Squadron, perseane] for evacuation consisted of an emergency 
unit composed of thirty-five medical enlisted men from the Slst troop Garrier 
Wing, under the command of the Surgeon, Headquarters and Headquarters Squadron, 
Siet Troop Carrier Wing. The basé surgeons at the various airdromes supervised 
leading and unloading of the patients and effected the necessary coordination 
with Ground Force units. After the arrival of the 802d Medical Air Brasuation 
fransport Squedron, flight surgeons from this squadron were stationed at the varie 
ous airdrones to supervise «11 air evacustion activities. 


In the northern Tunisian séctor, telephone, teletype, and radio 
communications were not dependable. Mestages were sent back and ferth by air 
courier. . 

Se developed Uhat ade evacusbion hetling wits lesated vithia & los 
miles from an airdrome became a neceseity. With these units able to accomodate 
from 200 to 700 patients, aircraft landing at these areas with supplies sould 
phek up the patients without any delay occassioned ty the failure of getting 
patients to the airdrome er a breakdown in communications. Moreover, patients 
would not be foreed to travel long distances back to their hospitals when sched- 
uled aircraft failed te arrive. The institution of this plan proved to be 
practical for all units concerned with air evacuation of patients. 


With the period ending 23 May 1943, 17,216 patients were evacuated 
by air in the North African Theater. This included an estimated 887 patients 
evacusted prior to the arrival of the 8024 Medical Air Bracuation _— 
Squadron in the theater. Z@NEG Hdxck  ehaeeCKS 


Summary of Air Braceation Experience in the funisian Campaign. That 
air evacuation was practical was proved during the Tugisian Campaign, when 17, 
216 patients were evacuated by air without a single patient being lest on 
aecount of aircraft accidents. Also no injury was euffered by any of the 
flight nurses, enlisted medical attendants, or aircrews on any of the evacua- 
tion missions. 


It is interesting to note that during the 129-day period in which 
orgenized evacuation wes carried on only twelve days were lost because of bad 
weather, Although this interruption caused ty bad weather did not materially 


hamper the over-all program, chars. was B ‘dating 
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TRUS EXTRACT COPY OF MEDICAL SUOPORT OF THE USAAP IN THR MEDITERRANEAN PHUATER 
HISTORICAL S™CTIOM - AFTAS, Qont. 


the Kasserine area, when all troop carrier planes were grounded, in which 
casualties were unusutlly heavy, This experience emphasizes the fact that 
air evacuation should not be depended upon as the sole aeans of evacuation 
but that other methods must be availebdle to supplement it. 


fhe primary objective of the planes used in air evacuation was the 
transportation of supplies end personnel to the forward areas, with casuel ties 
providing the load for the return trip. Therefore, it preved to be prectical 
to plan air evacuction in conjunction with the sucply-by-air program for the 
front areas. 


Operations. The suecess of the initial landinge and capture of airdromes 
in Sicily proved that the planning for the beginning of air evacuation wae too 
conservative, Air evacuation was actually begun on D plus four from the Gela 
region, 


In addition to 1233 patients evacuated from the Tunisian erea to make 
room for the Sicilian casualties, 8976 casualties were evacuated by air from 
Sicily to Worth Africa, ; 


GSlonel B.E. Blvins, Surgeon, Twelfth Air Porce, evaluated the ex- 
perience of air evacuation in the Tunisian and the Sicilian operations in these 
words: “evacuation of patients by air is the most efficient, reliable and 
rapid method of evacuation of patients from forward areas.® Although he pointed 
out that when planning was done in London for the invasion of North Africs, it 
was the official attitude of some of the tope level medical planners thst the 
fwelfth Air Force would not be required to evacuate patients by air "because ... 
this method (was) too uncertain, unreliable and hazardous for the evacuation of 
sick and wounded. Botwithstanding a lack of a definite plan of alr evacuction 
for this invasion, all C-47 transports were equipped with litter racks in which 
both the Amsrican and British litters would fit. 


With the establishzent of the beachhead at Anzio and Nettuno on 22 
January 1944, it was hoped to start air svacuation immediately. 


It was not until the offensive from the beachhead got underway that it 
becage possible and necessary to evacuate patients by sir from the area. Zwacue 
ation by air actually started on 26 May 1944 and by the end of the month 2,024 
soldiers had been moved to the Naples ares. 


Air Bvacustion of casualties contineud to follow the needs of the 
tactical situation during the remainder of the campaign in Italys 


That air evacuation fn the Mediterranean fheater of Operations 
succeeded to an extent beyond the dreams of those who had faith in its prac- 
ticability, to say nothing of those who lacked the ability and the imagination 
to appreciate the possibilities of this now military medical concept, is 
attested by the fact that during the course of the war in this theater, 212,285 
patients were evacuated. During 1943, when air evacuation had to prove itself, 
eo far as the use of it by the Allies in this was was coneerned, and deepite 
the obstaéles confrontey in instituting a departure in well-established patterns 
of procedure, thera were 62, 405 patients evacuated by air, In 1944, 125,878 : 
patients were evacuated, and through June 1946, at. 002 Pe oars were | ee 
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TRUE COPY EXTRACT (Letter, Captain = D, Hightower (uC), U. 8. Navy 
one in gee 6 ae af April 198) 


wrt (2) No medical service can fimction without adequate medical 
logistics, Based on experiences in the last war, I am greatly in faver 

of nedical supply ships, rather than medical storehouses, in the advanced 
areas, The number of ships required would be determined by the sise of 
the theatre of operations, During the last war it was almost impossible 
for medical storehouses te fill and ship requisitions on tims because cf 
the uncertainty of available bottoms, Thia at least held good in the 
South Pacific, Very frequently requisitiacw sent in by shipe were not ree 
ceived for one year, Verishavle supplies such as whole bleed would ob- 
viously have to be supplied by Air Transport," snr 


ZRUS COPY EXTRACT (Ltr Gel A.P. Williems, NG, Surgeon dtd 16 Apr 48) 


oeeecoee G, "Medieal legisties in military sampaigas. of the logis 
tical werk can be performed by MSO officers but this, as in all depart- 
ments of medical work, must be supervised by the Medical Gorps., The new 
medical eu pply catalog is a big step forward. It should be fellewed up 
by unified procurement and then supply and distrivution, Separate Aray 
and Navy depots ave no longer required, *#eeeesss | 


xi » Volenel, MG 
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TRUE COPY & waACT FROK AIR EVALUATION BOARD SWPA REPORT BU. 35. .u% MEDICAL SUPPORT 
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soneces G, “Early methods of medical supnly to the Air Forces were inadequate. 

The assignment of Hedical Supply Flatoous (ava) to the Air Forces coupled vita 
She use of transport planes to carry sedicul supplies to forward areas improved 
this service. However, the assignment of only three of the jiedical Supply 
Platooas to tis Air Forces out of tas tea assigned to the theater, was not suffice 
fent to care for Air Force needs, 


Air é6vacuatioa ia both thesters commented as an emergency méasur6é. Ab- 
e@lutely no organization was achieved during the early days of the war until Ned 
feal Air kvacuation Squadroas specificsliy designed for this purpose were assigned 
te these theaters. The full potentialities of tae cystem of evacustion of patieats 
by air was not achieved because of inadequate organization and coordination. The 
large-scale evacestion of patients by liaisoa-type planes from battle areas was 
extremely satisfactory. This syatem was wader the complete control of tie medical 
group attached to the Sixth Aray and demonstrated the efficient results that sould 
be ubtained from centralized control of air evacuation. All types of patients were 
evacu.ted by air in emcrgencies in these theaters. iewever, the evacuation of 
certain types of patients by this means was found to be undesirable unless it 
was absolutely necessary. The Kedical Air Bvacuation Squadrons proved to be 
effectively organized and equipped to mect requirements in most respects. theater 
policies did nvt permit the full utilization of air evacuation yersennel, pare 
ticunlerly nurece. Provisions for the rotation of flying personnel of air evacee 
ation quadrons were inadequate throughout the course of the war, ***eteeses8% 
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(Ltr Dr. HS. Hoffman, dtd 13g Kay 43) 


eaeeeanaw G, MMedical Logistics in military campaigns in the Pacific, in ay 
opinion, were "deluxe*., Occasionall; there was some delay in the matter of 
automatic re-shipments, but the initial supply list was adequate to carry 
organizations until further supplies and equipment arrived. Despite sub- 
stantial losses in medical equipment and supplies incident to the raid on 


Roi and Namur on the 12th day ashore, adequate replacement was mde promptly 
enough to prevent any real suffering, *e+es2 


Fi » COLONEL, MC 
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ROR GOPY EXERAOT (Letter from Lt. Gol. Grayson G, Garrison, D.0., USAF 


Seott Air Force Base, Belleville, I1l., dated 26 a 1948) 


ee000 "Dental equipment and supplies in the Middle Bact were very difficult 
to obtain from October 1942 te May 1943, Practically every group that 
arrived from the states during that period had no dental equipment. Inch 
Group Dental Surgeon had the same story-—he vas told at the PON that his 
equipment was swaiting him at his destination. This resulted in many groups 
being without dental service until equipment and supplies could be obtained. 
This wes dome through the British Army and RAF whe were very co-cperative 
and willing to share what meager supplies and equipment they had and alee by 
purchasing on the open market in Oniro, Hgypt, at exorbitant prices, s 
number of essentinl iteme. Working vith this inferior makeshift set-up 
during the above period played havoc with ie saved of Group Dentel Surgeons 
until U.S.4.M.D. Chest 60's finally arrived. * 
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TRUE COPY (Extract Ltr M. C.Stayer, Major Genera., Ue S. Army, Retired, 19 Aor 4£) 


tet O{e) Medical logistics in military campaigns. 2 


This has been one of the outstanding good things of the 
Medical Services ‘fe have nsver heard any criticiams of 
the supplies furnished by the Medical Department. This 
was particularly true in the flow of materiels to the 
various Theatres. However, + think shen it comes to 
materiels for the civilians of occupied territories, it 
would be better to have the advice of the Theatre Surzeons 
rather than that of people who had no idea what they were 
Goings There is a great deal of difference between writ 
ing a directive and operatingy® ##i# 


Pad 
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EXTRACT FROM INTFRVISW WITH BRIGADISCR GENURAL SILAS B, HAYS, MC, USA 
ON 11 MAY 1948 AT 2:35 pom, 


GFRFRAL HAYS: These questions are besed on your theatres, 
I assume. My answers will be predicated on my experience in that 
theatre. I am fully cognizant of the fact that other theatres had 
entirely different probleme which had to be solved in entirely differ- 
ent ways, The primary difference from a logistics] stsanipoint between 
the verions theatres, as I see it, was on their size, intervening 
distances between base commaris «nd relative ease or difficulty of 
commmication, The Furopean Theatre was a closely coordinated area 
with no intervening water mass of sry sine, large numbers of troops, 
geod transportation and good communications, Supply methods used 
in the Zone of the Interior required little change in that theatre 
to onerate entirefactorily, At the other extreme would be the Pacific 
area with widely separated bases and large expanses of water, poor 
communicetions «né water surface tranavortation in which each base 
commander had to be self-sufficient and in which each loeal com- 
mander had to have all facilities wmder his complete control, The 
Mediterranean theatre was probably in between these two extremes. 


(G) Cuestion 1, What was the prime failure in medical logistical 
fields in your theatre? Did leck of supply hemper the medical 
effort? Did the lack of shipping cause the difficulty? Was it staff 
or command decisions that proved the obstacle to accomplishing your 
plans? How can we correct that? 


CFNTRAL HAYS: We had relatively little difficulty in the 
European Theater. We had shortage of a few items, none of which 
were important enough to affect eperetions. Our principal difficulty 
was in split shipments of hospitals arriving in the theatre so that 
hospital equipment had to be assembled within the theatre. Another 
difficulty was what I term the logistical paradex in that the smaller 
the item is the much more difficult it is to move sometimes. This, 
I would think, applies only to theatres utilizing rail transporte- 
tion in which the Ge4 and the Chief of Transportation is desirous 
of moving tonnage rather than necesaary items, 


ADETRAL ANDERSON: Regerding split shipments. Do you have 
any suggestion about improvement? 


GENERAL HAYS: Yes. We have developed a system whereby 
the Surgeon General or Chief Medical Officer is charged with the 
responsibility of assembling all hospital erganiaticnal equipment 
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| EXTRACT FROM INTFRVIEW WITH BRIGADI®R GFRFRAL SILAS B. HAYS, MC, USA 


ON 11 HAY 1948 AT 2335 p.m. (Continued) 


except motor vehicles, minimum essential equipment (KE) and personnel 
equipment. This includes the equipment not only medical but also that 
@f other technical services, of packing and marking this equipment for 
overseas shipment and preparing complete documentation. This has now 
been done twice on an experimental basis, once in the Furopean Theatre 
of Operations following V-E Day in redeployment of troops and equip- 
ment to the Pacific and second, very recently in shipment of a few 
hospitals te Grecee. There ie row a proposed Demartment of Arry Air 
Force Circular in process establishing this ae accepted procedure. 


Question 2. Did bleck ship leading prove adequate for your needs 
later in the wer? Do you favor the block system of resupply? Did you 
find it fearible to change the components of the medical bleck satis- 
factorily in your experience? 


GYM RAL HAYS: My experience in the war was not extensive 
enough re block loading for me to make any intelligent comments. I 
would lite to add something, however, to that and thet concerns anto- 
matic supply. That automatic supply, while necoesary snd important, 
is only to be used in the early etages ef sstablishing any base. 
That as soon as possible the base should recuisition its supplies. 


Question 3. Did lack of land transportation hamper the medical service 
duriny campaicns? Do you consider it essential that all nedical field 
units have suffielent transportation to nove al} of its equipment, 
etc.? Did movement by echelon in unite prove satisfactory? 


GENTRAL HAYS: The lack of land transportation did net 
hamper the medical service in my theatre, I think, No, I do not feel 
it is eseential for all medical field units to have sufficient trans- 
portation. It depends on the amount of mobility expected of a wit 
in relation to the azount of equipment and eupplies which it must 
carry. In regard to novenent by echelon - yes. 


Question 4. Should the supply of whole fresh bloed be made a responsi- 
bility of our medical supply services? If not, who should handle it? 
Laboratory? Do you favor all supply of this item te come from the 
Zone of the Interior? 


GENFRAL HAYSs It 4s wy opinion that all supply should not 
come from the Zone of the Interior, that indigent population should 
be bled and that service troops in the rear area should also furnish 
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ON 12 MAY 1948 AT 2335 p.m. (Continued) 


bleed. I believe that the supply of whole fresh blood should be handled 
by a small specialised organization which handles nothing else. As to 
whose administrative control it is under, I consider it to be of reda- 
tively little importance. It may prove advantageous to establish these 
units handling whole blood at or near medical depots, or if conditions 
are different, it may prove advantageous to aftach them to hespitels 

or Isboratories. The collection and processing of bleed within the 
theatre of course is a laboratory procedure, in fact, a rather highly 

_ specialized laboratory procedure requiring considerable equipment. 


Question 6. What is your general impression of the medical supply 
effort and system during World War II? Where could it be improved? 
Did our supply units have sufficieht personnel? Were they competent? 


GENTRAL HAYS: I think that our medical supply effort and 
system at the beginning of World fer II were very bad. I think that 
we improved -them all during the war and that in the last year or two 
of the war that they were efficient. Armyo-wise, the medical supply system 
in the later stages of the war was second to none, I think. 


GENERAL MARTIN: Are we in a position at this time to resume 
campaigns in theatres of war with the same system and the same efficiency 
with which we ended Yorld War II? : 


GERFRAL HAYS: The answer is that we have still in the service 
a relatively large number of people who had es lot of experience during 
World War II. The new people that we have gotten in are being trained 
intensively in systems developed during World Nar II. "“e have on hand 
considerable amounts of supplies and equipment left over fror World fer 
If which has good and bad aspects <= bad because they are no longer 
new «= good because we have them. I think that I can feel confident 
that if we get into ancther war that we can make supplies available as 
rapidly or more rapidly than treops can be made aveilable. The principal 
reasons for the supply situation being so bad at the beginning of the 
war Army-wise was: (1) We had been living in a peacetime penny-pinching 
period for twenty years in which the thinking of most people was oriented 
in the direction of economy above service. (2) We had a very small 
group of individuals who were trained in anything other than strictly 
station supply. (3) we had no equipment lists except those left from 
World War I. (4) We didn't know how to determine requirements, and 
(5) and least important, to my way of thinking, was the fact that 
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white an industrial mobilisation plan had been prepared, that the 
President did not see fit to put it into operation when war cane. 


GENERAL MARTINs In your opinion, will atomic warfare, if 
used against the civilian centers in the United States, impose an 
overwhelming burden on the only available medical supply agencies 
that can be used in an emergency? 


GENERAL HAYS: Of course, the answer to that is that one 
atomic bomb in one city wouldn't overwhelm us from a supply sitme- 
tion. Just how many atomic bombs, and injuring how many people <-- 

I don't know. It would require several. I would asswze that in 

that event that armed forces medical supplies would be made available 
immediately and that the armed forces would have te proceed to replace 
needed supplies. There is a very definite connection between civilian 
defense medically and the armed forces. I am not familiar at the — 
present time as to how far plans along these lines have progressed. 

I do know that some plans are under way. In the event of atomie - 
warfare affecting the United States all medical supplies and equip- 
nent both civilian and military would have to be made available. 

The Army now has nine medical depots in the United States, the Navy 
has five, the Veterans Administration has four, Publie Health Service 
has one. I have a map showing location of these depots. In addi- 
tion to that commercial wholesale stocks do exist throughout the 
country, generally concentrated in accordance with population. [ 
think it isa important that these plans for civilian defense for the 
medical care of possible civilian casualties processed as rapidly 

de is practicable and integrated completely with plans of the armed 
forces. To my mind, one of the big dangers is a tendency on the 

part of lecal people and by local people I mean everyone from the 
Mayor of a town to an Army Commander or a Navy District Commander 

who has a local area - there is a tendency to want to have a stock- 
pile of supplies under their own control available for them in the 
case of emergency. There aren't enough supplies to build a stock- 
pile for everyvody ami I think the plan which is evolved must 

previde for centralized control of stocks which are dispersed through- 


out the country. 


GENFRAL MARTIN: One reason for centralized control is 
rapid movement by air. 
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GENTRAL HAYSs Yes. We can get supplies in as fast as they 

can get the patients out of the contaminated erea. Medical supplies 

are relatively emall and easily transported by air. Even a coxplete 
hospital can be transported by air. 


GENTRAL MARTIN: The question is thie. Is sufficient cone 
sideration being given in the development of lighter containers and 
equipment to the very obvious proven fact that the supply of light 
metais has always been critical in all previous wer efforts and will 
not be allocated except on pricrities to those services whose needs 
are greatest, for light metals? 


GYRTRAL BAYS: Your point is well teken. The Air Univer- 
sity at Randolph Ficld is werking on the development of an airborne 
hospital end equipment to go im it. This work is being coordinated 
with the Arzy and Kavy who are alse working along the same lines. ° 
#eeae The danger of selection of metals which will be required for 
aircraft production is being and will be given contimring considers- 
tion, Another pitfall which must be avoided is extreme iders of 
lightening equipment and thereby getting away from commercially 
produced articles which are relatively easily precured. If many 
non-commercial items are developed, the result in delay of procure- 
sent will far overbhlance any advantage gained. 


Question 7. Did we waste medical supplies? How could this 
be prevented? Were any items in constant over supply? 


GENERAL HAYS: Yes. Most of the wastage in medical supplies 
was the result of large supplies being on hand when the war ended or 
in the case of individual base theatres and beses when the war moved 
om to another location and the supplies were left behind, This could 
have been prevented by better computation ef requirements and by a 
crystal. bell which could have told us when the was was going to be over. 
Overall in the cost of the war this wactage was go insignificant as to 
be of no national consequence. Furthermore, many of these supplies have 
been ¢i verted into civilian channels both in this country and in foreign 
countries and hence put to use, which, however, did not put money back 
in the thaxpayers pocket. I don't think any items were in constant 


ever supply. 
o e.e The meeting adjourned at 3:30 p.me ‘s « « 


R ee 
: DER 447 
IRESTRICTED ee 


(es) 


RESTRICTED| 


BATRACT CF SPATEMENTS MADE 3Ys 


/ 


De aha on 22 April 1948 at interview 


wenn (F) 8, I can't answer that one from a global standpoint, I think 

we came pretty close to having envugh hospital ships in the Yacific froa 
what Iknar, With a war going on, you can't always have everythin: just 
where you want it at the right tines but I do't know of any occasion 

I am sure Admiral Anderson knows this better than I doe-where our casualties 
suffered for lack of sufficient hospital ships, ‘hey suffered from lack 

of all sorts of other things, but I don't think a shortage af hospital 


- ships was the answer, That's my personal opinion, 


‘ 


"“edical departments should certainly have control cf evacuation, 
air and otherwise, I dm't wean they have to comand these units, but 
they certainly mst have control over them se they can't be sabotaged 
and taken away just when we need them moat, And that includes, in ny 
opinion, returning cases to the Zone of Interior, From my personal exe 
perience we had little if any difficulty, “e found excellent staff co~ 
operation and when the going was really tough and when evacutation was 
needed, it seemed to me from the highest comuand of ‘the Pacific on dam 

we cot everything that they could possibly make available at she time, 
pact furnishing fighter cover for aur evacuation planes, 


“Ag far as Ho, 9 is boncerned, to assure air evacuation early in 
any future war, we must have early plaming and we must see to it that 
the high coamand is aware cf the importance, not wait witil the plans 


ave al] made up and come in at the last minute and tell him we have fore 


gotten something; we have to get it in early, And that goes back to 

one of my earlier statements tnat the medical people are part of the armed 
forces and they have to be not halfhoartedly but wholeheartedly con= 
sidered a pant of the team at all times, Thoy have to ve in on the plan 
ning from the beginning. 


"(F) 10. Coomumication between medical units are fairly satis- 
factory, It certainly would be enhanced with radio in all field medical 
unite and I strongly recomend that all medical units dom to and ine 
cluding collecting companies and divisions have radio comamication 
of their om, so that they will not have to borrow from some signal 
officer, 


"(G) 1, I have no specific coument on this questim 1. 411 sorts 
of things happened and we ven short of things, and so did everybody 
elgey not just the medical people, In my opinion it was just a question 
of a big job being done on a shoestring with cverydody da@ing the best 
he could and not having quite enough to do the job the way we would likes 
to sce it done, ecomiended correction, of course, is either better 
sepa s planning or maybe just botter luck," 


] 
a: 
a 
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"(G) 2, Block ship loading is fine under certain conditions, It's 
imperative in wy opinion in the carly stagos af a base. “ case that is 
going to be s&t up on captured land should have the advantare of olock 
loading and automatic resupply far a reasonable len;th of time, This 
length of time, of course, depends upon the distance from the Zone of 
the Interiory it depends upon the avsenecies throuh which requisitions 
have to pass; and of course it always depends upon the initiative and 
the training of the people at the base in knowing what they need and 
how to <et it. 


"I think that block supply shipments should be kept to the mini-~ 
mm, It is not an economical way to supply, It's expensive, like 
everything else in war, cof course, and should be discontinued at the 
earliest possible moment. Our cxperience was that we could cradually 
shorten the period of automatic supply as we were able to put in trained 
people to initiate supply on their am seoner than untrained people 
could nave done, - 


"It is not easy to change the components of the medical block 
once you get supply pecple rumning dom the line and furnishing. block 
A and block 3 and block C, It is in my opinion or in my experierce 
rather complicated to bust into these blocks and ixy to change then; 
when they have a lot of thin:s made up, they would rather ship then 
the way they ere, and it's another slow, complicated process, 


"(G) 3. My opinion does not reflect a worldewide opinion We 
were never operating in lerve land masses and therefore land tranae 
portation was relatively mich more effective. By that I mean short 
heuls, short distances, “ith lack of some of the cuvere momtain ter 
rain which wes experienced in other theaters, our land transportation 
was relatively much more effective, I am sure, thm it was in other 
theaters. 


"I think it is advisable, maybe not essential, that all field 
medical units have sufficient transportation to move their emipment. 
It would certainly tend te keep the medical department on a mobile 
basis without recourse to aid from other arencies, 


"I never saw any unite moved by echelon and I am not qualified 
t© coment on that, 


. "In my perscnal experience denial of additional transportation 
was a minor obstacle in planning, »vut it was nevor dene unless it 


was absolutely necessary." RECOR DEK 


aes 
RESTO tes 


a 


(z) cont'd 2, 


RESTRICTED 


RATRACT OF STATRENTS UADE BYs 


cnel Frederic U.S.A, on 22 Apel. 2s at interview 


» *estarve 


"(G) hk, I feel that supply of frech blood should be handled by 
the supply services, Whereas the laboratery checks certainly might be 
indicated, the laboratory people are not a supply service, They are 
not set up to supply items and to aove them and store thea in any bulk, 
I feel that the medical supply pecple should handle the storage of and 
issue of fresh whole blood, 


"I can't answer this part (b), but I favor all supply coming fra 
the Zone af the Interior, I don't kmow how it happened in otper theaters, 
In our case it did came from the Zone of Intericr, It all came from the 
sta bk and even with the oxtraze distances involved the supply was cx» 
ceedin:l; prompt, I don't believe we ever received slood more than aix 
days from te time the dlocd was dram even when we were on Okinawa, 
and in ow particular situatiin it would have been entirely impracticable 


toe use locsl sowee of supplye 


"(3) 5, I can't answer questi 5 in any specific detail, te 
were never in wy opinion theatearewide short of anything, I may have 
forgetten something, I can't offhand think of anything in which we were 
short, Locally an item micht be short and might have to be flom in 
from ancther base, Tiiis was dune repeatedly, of course, in the case 
of whcle bloed, And as I remember a Line item in the case of mortar 
ammunition. It doesn't involve us here, “e were never, to my knowledge, 
critic:1lly short of anythins that affected the mortality rate or the 
imediate comfort of our wounded, We sanetines were down to where we 
had to see the next plane coning in, but we never actually ran cut, “se 


"(G) 9, In answer to the first part of No, 9—I will try to answer 
all theso—we noticed a considerable improvement in the appearance of 
the. wards in hospitals after the nurses arrived on the scene, I think 
we noticed an improvement in the morale of the patients, Cur posts in 
conbat were so overloaded and the patients moved throuch them so fast 
that the norale factor from the presence of nurses was a relatively 
insicnificant matters far less significant than it would have been in 
a hospital where the patients remained for a long period of tim, 


"Yor professional reasons, the Navy gete along without wunen 
in their forward hospitals and the Navy runs some pretty geod hospitals, 
ie don't operate the same way. If we did, if we filled our hospitals 
around malg nursing and wale teclnicians, then I think you would get 
along without the women perfectly well, For psychological reasons -- 
I think they were a vary terrible psychological factor, ‘The men are 
either in a Stateside type of environment or they are at war, and when 
you put men in tne battlefield, many of them, and then have a few 
women, ox you have convalvscent men, or you have steff oeople or people 
of any catecory in larze muabers and a Pil neg I think the norele 


facter is very oad," 
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"T think that everybody wishes it was his om family there, and 
I think they would probally ve better off frum a psychological stand~ 
point if the women were kept out of the picture entirely, I am ree 
ferring nuw to the combat areas, of course, 


"Yenales very definitely hamper the movement of awit. In wr 
case their absence was almost crippling—-in our cases at Saipan and. 
Oki:ewa, and places of tiat kind, it vcs a very sericus drawback bee 
cause we were using units that were desirned to operate with female 
nurses and then we didn't take the nurses in because of the faar of 
capture, That was the chief reason we didn't take thea ing We didn't 
want the nurses to have any reasonable possibility of being captured 
by the Japanese, At Saipan the mrses never went in during battle, 

I believe they got there the day the flaz went up, excuse me, At 
Okinawa we arbitrarily set a 30-day deadline in advance, ‘his was just 
on guesswork, We actually permitted the nurses to come in, as I recall, 
at the end of about six weeks, In the meantime our hospitals, ta 
ribly overloaded as they were, were cperating short the actual hodies 
of the nurses, 


. "Ig these hospitals had been desipjmed to operate with mle pexm 
sonnel, the efficiency weuld have been considerably greater. My a 
personal recommendation is that we keep women out of the combat sone, "Hert 
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eeeee *6,°¢8Iy general I velieve that medical departsent orgenizations 


, in all the Services were notably superior in — as compared 


with non-medical branches. 


7, With a few glaring exceptions, medical ogistics in the Pacifie 
during World War II were adequate. In this connection the following 


generalities are offered: 


aie nD: ra 


-(a). Avmy medical officers who had been trained in staff and 
logistics duties were much better equipped for their work than comparable 
N,vy medical officers whose knowledge had been scquired solely from 
experience. avy officers should be similarly trained. 


(bd). It was extremely difficult for the medical department to 
secure ite required share of the total insufficient ship tonnage in 
every Pacific operation up to the Ivo Jima campaign. The allotment, 
of tonnage for this campaign was secured with relatively little wrangl- 
ing. Yor the invasion of @rinawa adequate tonnage was available and 
we had room to spare for all required medical stores and equipment. 


(6). During the summer and early fall of 1944, there was consider- 
able misconception in Bulied of our requirements for supplies, based 
probably on a failure to recognise the vast distances in the Pacific in 
their relationship to the relatively greater quantity of supplies it 
teok to keep the "pipe-line" filled, In late 1944, Rear Admiral K. 6. 
Melhorn visited Pearl Harbor and, after evaluating the situation, felt 
that even more vas required than we had requested. After this there were 
no further difficulties with Kat Div. 


(a4). One of the outstanding developements in logistics was the 
aup ly to combatant ships by tankers and storeships of previously 
packaged medical stores in empirical amounts and assortments. There 
wag some criticism ef the composition of those empirically packaged 
supplies. It would be obviously impossible to satisfy all needs in this 
manner. There is nothing wrong with the syetem and with further refine- 
ment, amplification and medification it should be employed again. 


(e). The transportation by MATS in the Pacific of whole bleed 
and its ready availability thru strategicrlly located distribution 
centers and selected ships was an outstanding achievement. The system 
develeped can be adapted for the rapid distribution of other perishable 
remedial agents as well, "*99** 
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 eeeesece @, SRediesl Logistice in Military Campaigns ~ All planned logistics are 
disrupted when bed capacity doubles upon landing; personnel and supplies are 

immediately inadequate. Depletion of the supply halves and even reduces to a 
mmallar frection, the neecssary replacement period, ‘The combat unite fo supply 

im forward depots are likewise lessened at the same tize. ‘The combat unit ina 
forvard depots showld include all special items for the wait it is te supply. Re- 
placement parts of special items should be stocked further forward. Hany tines 

aad nada in a anit would be useless Because the key part eauld only be furnished 
from the ZI. 


I think that probably bas been expanded upon before, 


X believe the specialised training of medical supply officers in the 
lower echelons is nesded. We had men trained in supply at Bigher levels, but 
almost anybody could become a supply officer, or ha& to become a supply officer, 
at the lower levels. At our depet in Italy there was a veterinary officer in 
eharge. 


~Gourier services should replece multiple uee of vehicles by many units 
to one place, You know what I mean by that -~ instead of having 15 or 20 units each 
send one Little package by an ambulance, for instance, to our laboratory. We had 
ene oF two jeeps and the courier sade the circle and picked up those items; so that 
ne plece of equipment with us really redwced the gasoline, tire and vehicle con- 
sumption fer many units. i think courier service gan be expanded in many ways. 


. BRIGADIER GREERAL MARTIN: We would like to have your opinion as te whether 
the; supply of whole frezh blood in theaters ef operation should be sade a natter 
ef medical supply, ‘the same as bielogicais or deterierater itezs? 


COLONME, GORNELL:. 2 might say that I attended a secting inthe durgecn 
General's office just e week or two ago in which that was theroughly discussed with 
@ View to what units, what groups would be seceesary for the procurezent and hand- 
ling of blood. 


I think you know I have always been very strongly in favor of handling 
4t sot as an item of supply bet rather as a deteriorating medical item that needed 
eonstant supervision. However, I think that opinien of mine was based mostly 
en my Own experience where we vere procuring blood in the forward areas. 


. It's presumed new that the bloed supply will come from the ZI. That 
ehanges the picture. The present plan eas agreed upon at that aseting was to add 
a team of an officer - net neeessarily medical, tut trained in the subject - 
and a group of 22 men with 14 refrigerated vehicles toe the sedical supply g@pot 
in the comauniecations sene who would receive, store, and distribute the blood. 


We studied the plan, the dictributien points as it was set up in the BO 
where the blood was received in Paris, redistributed to various points in the 
expunications sone and from there foreerd to Amy depots. We then felt that there 
might >-e another euch tenn necessary te handle it at those forward supply pointe, 


I suggested that that team be made up of sections eo that it could be 
broken down and dietribated insmaller greups at the enaller forward pbints, 


I Wlieve, with the supply coming from home and such a group déeignated 
fer that purpose only withih th§ supply apes, ‘Chw it perhaps can dest be handled 
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THAR way. However, we thea went ea and drew up a F and FE 
function te supply bleed to that esamuniestions sene depot ir a 
get dlood from home, because if we have a week's bad flying weathers or are ue 

Leeated that flying can’t be continuous, we might need to draw blood in the forvard 


| 


Se ve have conceived a team based on a 500-bettle « day eupply, which 


¥ow, the whole thing ia there may be tines when you are going te necd thet 
a sudden, sad if thet wait is act standing by, you might be wafertuzate 
have enough, oe ee eee SIE FO8 RS Fy Meek Seren ree ee 
wounded beck, ian t that right? 


ERE 
Fs 


These are the plans, and es far as I see then are perhaps the best ve 
cen make, We may again in some arees have to organise «mall provisional units. 
Bat there again you will be lueky if you have semebody around whe hase been desing 
bloed-bank work and knows how to handle biood. 


We 41d make thia ene other recommendation; that there be a professional 
officer in charge of blood preeurement and distribution and sepply in the theater 
headquarters, because you see the only man in charge of if in the depot is a noa- 
medical man. We believe thet a sedical men with « knowledge of the profeseional 
wse of Blood should be there as an advisor and as a superviser of blood supply 
throughout the theater who can say whea, and lay down rules fer the use and re- 
use and redistribution ef biced. 


Shak wal tar sada hak ¥ eed 06 hiviaeit We tans < aa et 
Blood to the best advantage; to get it back from the wait that wasn't using it, 
and getting it te a unit that could use it before cur time was up. 


Of course, another i et this plan to be of greater value 
than it would have been in the last war is the fact that we sow have 2l-day blood 
oe against 7-day bleed with which we were working in italy. That makes this plan 
mush more feasible than it would be with seven-day blood. 


As to one or two ether points which will have to be eonsidered vith re- 
gard to blood, the use of universal donor blood, *0* blood, as against the use of 
various types forward, I think the general concensus was that we should do hat; 
that is, use "0" blood; that we need not type the donsers; we could get a dog tag; 
that the cight to ten per cent error that would be found after the blood was draya, 
those bloeds could be withdrawn from the pool and turned over to base or general 
hospitals to be used aecording te type. Consequently, it would save a lot of tine 
in preliminary checkup on the dog tag typing. Doubtless the dog teg typing will 
be a little better next tine - I hope. 


With regard to high titre "0" bloods, it was felt that we might add te 
all the blood going to the forward areas the Witebdsky type A and B substances, 
thereby making all "0" bloods low titre, The Gamggmr danger in thet is that if it 
were used in women of child-bearing” age, we might’ create some havec in the 
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wrong type individuals, We could not decide won thet definitely. I am +: till 
in favor of sarking then high and low titre and ushnag them eccordingly. 


With regard te EH factor, we feel that in emergency it cam be dis- 
regarded in forward waits for uale sick and wounded, At the general hospital 
level where there may be femsle patients, then the AH factor should be considered 
and must be considered in those who have already received transfusions forward 
who may have been sensitised if they were basically BH negative. “e had that 
gast the other day, a case that should have been sensitised and had a reaction 
agi then found out that somebody hadn't checked it, and so on. 


Bat for the emergency use in the evacuation field hospitals, surgical 
hospitels, universal donor blood, I believe, marked with the titre instead of 
the addition of the substance, because we are not too sure as yet as to just what 
those subetantes do; there is undoubtedly always some excess of substance whenever 
it's used, We only use it now at Walter Reed in an emergency. If I have got a 
high-titre "0" negative and I want to give it to somebdedy, why then we will add the 
Witedsky sub@tence if we haven't any other blood te use, 


% think that sovers most of the points, unless there are some queations. 


WEAR ADMIRAL ANDERSON: I would Like te ask a little further about this 
particular subject, medical logisties in military campaigns. De you have seny 
comment about the adequacy of supply during the war in the areas with which you 
hed experience? Were there acute shortages? 


COLONEL CORKELL: ell, of ceurse, Admiral, in a way, being witha. 
specialised unit I did not meet it in the general supply progrem as much as I did 
ahortages in eome of our nonstadnard items. ‘The one difficulty we had was that 
when some special item was asked fer to come from the 31, 1% took us years to 
hammer through the idea that that item should be marked for such and such a unit, 
and I think there was some time when some things should be marked for a specifie | 
outfit, whether it be a cmall unit pr a large one, where that necd is particularly 
for thet anit. Otherwise, it comes in a supvly depot, goes on the general shelves, 
and ie only found when somebody @alke through and sees it there, or someone 
wonders what this thing is and starts a query. 


In general, I think the supPly service was good. There were tines 
when the dumps were left - when an Army moved ani then they immediately sent in 
emergency requisitions for them, waless some of the stuff had been left in the 
supply dump back of them, you know what I mean. I think that was just a case at the 
time not hawing traneportation te carry it; but I think, too, standard supplies 
werd in general good. I think the most critical time is shortly after an invasion 
when you intrease your capacity of your medical units that you have, thereby halving 
er even less, the length of tine your supplies will last which you carried in, and 
at the same tine the medical depots which come over th a theoretical three zonths{ 
supply for you, their supply is halwed, and if the hospitals are immediately supplied 
with the requisite amount, the swoply depet theoretically hes nothing left and it 
will be three months before they have any more. Se that I feel the medical supply 
depote perhaps should carry a little longer esupsly to sallew fer that possible ex- 
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REPRODUCED .40M COMMENTS BY AIR FORCE HEDICAL DEPARTMENT OFFICER. ANDREBS FUELS, 
TO COL, LoX, POHL, MC, AS PROVIDED INFORMALLY MAY 20, 1948, 


oosvesesee G, "The sutures of any type, as are ether sedicalitens, are subject 

to substitution, It is realised that any legal case arising from inferior 
products would be the Aruy’s responsibility, but it is also much less expensive 

to purchase sutures, or medical items actually desired by the individual doctor 
for specific eases. In this respect the cost of processing lecal purchase orders 
under the consolidated ayatem of supply, at many Stations and bases today, ia ay 
instances exceeds the cost of the iteme purchased. Besides the expensive admin- 
istrative overhead, a resultant delay due to processing through personnel who 

ean not take action, to approve or disapprove, but make gry *farornation 
files*®, is unavoidable, **osserss re 


PRUE COPY EXTRACT OF INTERVIEW WITH BRIGADIER GEN“RAL JOSEPH BE. BASTION, HC, USA 
(RETIRED) O07 3 May 1946. 


eeceees G, "BRIGADIER GENERAL BASTION: I think the medical supply thing, after — 
the first bog dew there ~ i guess that was due to improper planning that hadatt 
led up to it - we got all we needed; but we certainly have got te do something 
about the training of owr own people, and also the civilian personnel when thay 
come in, ia the use of our medical supply tables and not have to get all the 
non-standard stuff - you would think we didn’t have any. I have never seen the 
avy, i imagine it's just the same as the Navy; if you couldn't practice medicine 
with that, then you shouldn't be practicing sedicine. 


2 
i 
: 
‘ 


I tink 1f you have 2 Joint operation rmp-tary-Air, you should havé 
your group medical eapply depets - what ever you went gall then - as far 
forver& as you can get then. coset palgesicey segw pram wnades« 
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iD. WILLCUL MC) USH 4 May 48 


sossees? G, "How as to the fleet, I have nothing but the highest admiration for the 
medical logistic service of the fleét. We had plenty of everything. When we ran 
out, in case we lost a ship or in case of a heavy loss, we were able to get supplies 
ap by air and by ships and by cargo conveyances, as you know. 


At no time at Gkcinowa were we short of medical supplies, even fresh blood. 
I saw blood given on Gkinowsa that was only 10 days old from Galifornia. I saw the 
date. Ho, we were not short. We were prepared, of courses, for much more fighting 
than we actually got. Japan wae on her knees before wo realized it, I think. ‘The 
supplies wers there, plentiful and svailabdle. 


REAR ADMIRAL ANDERBSOE: Was there a waste ef medical supplies? 


RRAR ADMIRAL WILLCUTTS: YF do not think so. here were undoubtedly supplies 
that were deteriorated from exposure, but act any great percentage. Thepackaging was 
wuch thet we found that instead of a great unit originally planned for a battleship 
er field, it could be Droken down. We knew that we needed the sulfa drugs and pen 
eillin quickly, and they packaged that. We didn't take a whole specifications as we 
hed te in peacetinw when you drew your stuff ahead of time. We had to draw many, many 
items that we didn’t need, But that was ironed out cleverly. I would say that the 
losses -werg very low. 


REAR ADMIRAL ABDEESON: Are there any further questions? (Hone) 


As te this next topic, medical logistics in military campaigns, do you 
have any suggestions about medifiontions of the aysten of supply? 


MEAR ADMIRAL WILLCUTTS: 1 think here we have something that unification 
of the Services will improve. I! do think medical logistics baced upon prosurement, 
joint basing, is a very excelent thing, and 1 agree with that thoroughly. 


REAR ADMIRAL ARDERSOS ¢ Would you carry joint basing inte the forward ares? 

REAR ADMIRAL WILLGUTT6:; I would. After all drugs and surgical supplice, 
medical gear, is about alike. And when we treat our patients, es you all know, we 
treat them the same. A marine and a sailor went te the same place. Medical legis. 
Giese has, in ay opinion, been greatly ieproved and should be improved more by this 
unification. 


REAR AUMIRAL ARDERSON: Any further questions on this point? (Ho)*essees 
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PRUE COPY EXTRACT (from address of Major General Albert ¥. Kenner, MO, USA, 
13 May 1948) 


eePeRYVAJOR GENERAL KENNER: "In thet connection I was often, during this. 
past var, impressed with the desirability of having an air medical 

service controlled by the theatre or ehief surgeon. The air did a von- 
derful job for us, dut the availability of planes for evacuation denended 
upon tactical requirements and not upon meéical requirements. I believe, 
therefore, as I said, we should have an air medical service. That vrobdab- 
ly may de misunderstood. I mean air facilities controlled by the strgegn.. 
who hag the overall responsibility of taking care of sick and wounded. 2 
believe that had we had 6.475 marked with red crosses and available for no 
other purpose than the carrying of medical personnel and medical supplies 
and equipment — not available for any tactical purpeses -- controlled by - 
the chief surgeon, we would have been in a much better pos&itios, in the 
evacuation of Aray installations and communiestion sone asa apse: than 
we were in this past war. 


BRIGADIER GRYERAL MARTIN; Do you consider thet the airplane is now 
but another method of evacuating the sick and wounded end should therefore 
be placed in the same category as ambulances, hospital trains, hospitel 
ships, and all those previously used conveyances? If so, is it not 
imperative thet this newer method of transportation te similarly controlled 
by the surgeon of eny unit in which there is thie need for air evacuation? 


MAJOR GHWERAL KENWER: Absolutely. The only service that has not 
kept up with the modern air concepts has deen the medical service. 
Tactically the air service has had nothing set up formally, except tactical 
and supply missions for taetical unite. - 


It seems to me imperative that ve should have an ambulance of the 
air just as such as ve have an ambulance that rolis on wheels. I think 
it is imperative if we again envision the next war as departing tactigal- 
ly from previous concepts, because the Aistances involved in the next var 
will probdebly be auch greater and your support will be much further avay-- 
the bases ~— than it was in this last war, Bear.in mind that in World | 
Wer II, in the invasion of the Continent of Rurope, we had our base just a 
matter of 20 odd miles across the channel. In the next war our beses may 
de thousands of miles from the United States. They may not be as secure 
as the bases we had in thie past wer, and therefore we may consider that 
evacuation is going to be overextended. Air is the only means that I 
know of of getting your badly wounded back to your installations espable 
of rendering definitive care within the time that is going to be neces- 
sary to save lives or loss of limb, "e#e¢e 


o0000 (MAJOR GHNERAL KENNER: Going on to the next question — medieal 
Jegisties in militery campaigns — you are covering a lot of territory 


on that one. 
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I believe that we have not given enough study on our experience 
tables in establishing a better balance of medical supply, particularly 
fin field unite. Time and again you remarked, as I did, that here would 
de one item vay in excess, piled up with nobody wanting it, as, for 
instance, cotton. This bird was carrying around a whole lot of stuff 
that nobody vanted, yet he would be short on an essential item that he 
would have to have. 


I know that we started in Africa an experience table of supply. 
I don't know whether it has been continued, But certainly somebody 
wast have made up experience tables. And if they are not made up, there 
are officers of the medical service who know what they should be. 


I don't believe a field unit should earry one pound more than it 
has to carry. To stock up with a whole lot of stuff that comes up 
automatically, or not, is imposing an extra load on medical personnel, 
and to no purpose. 


We had automatic supply. In so many days up would come a bunch of 
stuff. Well, a lot of it we didn't need. Yet some of the vital items 
were not coming up in such number, And in that connection, too, I am 
reminded that in some instances the communication sone had no medical 
depots within the communication sone. And up until December of 1944 
there was no medical depot between Paris and the Army. That is a long 
line of communication. 


Ag you know, a division requires 800 tons of supply daily. The 
¥Yreneh railroad train carried 500 tons. Now medical supplies very 
often would be included in a particular shipment. When the train 
arrived at a distributing point, nobody knew where the medical supplies 
were. The line went into their care for their rations and Class V stuff, 
and the engineers went in for theirs; and it would sometimes be a week 
before the medical people would get in their supplies. S80 I think that 
our supply system in forward areas, in communication sones particularly, 
could be improved. 


I may say those were just administrative faults. They probably 
were, but they shouldn't be repeated. 


Now on coordination of supply requirements and standardisation 
of medical items as between the Army, Nevy and Air Force, with overall 
control exercised at the Defense level, brings us to previous remarks. 
It seems to me that common user items could be employed by the Navy as 
well as by the Arny; and instead of having a special kind of foreeps, we 
oben all formalize or standardize our equipment and have interchangeadle 
8. 
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We made a mistake in this past war in our transportation. Here 
we had ambulances made by Ford, ambulances made by Genoral Motors, 
ambulances made by other automobile concerns. The arms were confronted 
by the same situation. And instead of carrying spares for one make, 
and lacking interchangeability of parts, you had to carry a whole lot 
of extra equipment around, 


It seems to me that we should adopt standard ambulances for the 
Services with interchangeability of parts. 


Also, medic al supply should be the command responsibility of the 
area or major wnit commander for all elements of any of the defense 
forces. 


REAR ADMIRAL ANDERSON: You have referred to automatic supply in 
the field. That is necessary early in the operation. 


MAJOR GENERAL KENNER; Yes, but I think there should be some 
control over it, so that an agency that is shoving up too much stuff on 
automatic supply will be acquainted with that fact. I agree that we 
need automatic supply until euch time, certainly, as we may establish 
the proper medical supply distribution. 


BRIGADIER GENERAL MARTIN; In your experience, did deficient medical 
supply result in failure of the medical services, or reduced efficiency 
of the medical services of the field early in the war? 

MAJOR GENERAL KENNER: Wo sir. 

BRIGADIER GENERAL MARTIN; That is quite a point. 

MAJOR GENSRAL KENNER; At no time in my experience, either in 
Africa or later on in Europe, was there any srr in medical supply 
that adversely affected the medical service. 

BRIGADIZR GENERAL MARTIN: You have spoken of items that were at 
low levels. As the need arose the medical officers were able to use 
other items or substitute or get by? 

MAJOR GENERAL KENNER: Yes sir. In Africa we were in short supply 
on some items, critical items, but we didn't get se short that we couldn'’+ 
carry out our mission. 


BRIGADIER GENERGL MARTIN: Were the shortages due to difficulty in 
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MAJOR GENERAL KENNER: Yes, but also to increased demand for 
those particular items. We ran into a lot of dysentery and diarrhea 
Bismuth and sulphaguanadine were critical items in Africa." oeeee 
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World War II presented a wide variance of situations to thor- 
oughly test the doctrines of the Medical Departments regarding the evac- 
uation and hospitalisation of the sick and wounded in theaters of war. 
They proved sound. In the isolated instances where the process was not 
too satisfactory the lack of adequate facilities was responsible in nost 
cases, Other failures were the result of lack of appreciation of the 
problem by new and often untrained medical staffs and command echelons. 
During the latter phases of the war much improvement was apparent in all 
echelons. This developed as the result of actual experience in the 
theaters of war which cannot be gained by individuals in the classroom 
during peace or war. Future war poses some possibilities that should 
be considered by cur planners, While it is conceived that the atomic 
bomb will only be used on industrial and key targets in our homeland 
it is pertinent to consider the importance of our World War Ti Theater 
of Operation bazes as targets for the bomb. Unless we can devise some 
other method of supplying ground forces engaged in a theater of war 
it is inevitable that large bases, containing hundreds of thoussnds 
of troops, mumt again be established at large ports of entry. Accept- 
ing the soundhess of this premise, we can assume that the enemy will 
use the bomb early and often if necessary to destroy our vital over- 
seas bases. Planning for this eventuality must take into considera- 
tion two important factors if an adequate medical service is to be 
furnished. The first of these is the location of hospitals. Hence- 
forward it will court disaster to place base hospitalisation facilities 
inside the effective sone of the atomic bomb. This means dispersion 
of medical facilities well out in the periphery of the port facilities. 
In turn, this concept will require the building of fixed hospitals where 
previously existing buildings in cities were used to the maximum. The 
second factor is the requirement for a large increase in the number of 
reserve beds authorized theaters of operation. If the medical service 
is to adequately cope with the casualties resulting from the atomic 
bombing of its overseas bases it is apparent that this need for addi- 
tional beds is imperative. The argument that service troops serving a 
base will be dispersed to afford safety from atomic attack does not 
belie the fact that service troops must operate the bases from shipside 
and eannot do so without working in the danger sone. There is no escape 
from this fact if the base is to be operated. Japanese experience 
figures are the only ones available for planning. If followed, pro- 
visions must be made for hospital authorisations for overseas bases to 
eare for one-half of the troop strength of any base. The urgency for 
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medical service facilities immediately following atomic attack cannot 
wholly or adequately be met by importing field type hospitalization 
units from other areas. The tine element involved precludes any 
planning which waits until the event has happened before action en- 
sues to meet its implications. Our previous experience in render- 
ing battlefield medical care is insignificant and in no way compar- 
able to the problems involved in caring for the yugber of casualties 
bound to result from a single atomic attack on masses of our troops. 
This possibility requires the immediate revision upward of our for- 
mer figures used for calculating beds for Theaters of Operation. 

It inevitably must result in a greatly increased troop basis strength 
for the Medical Departments of the Services. 


It is the concensus of all that the Navy and Air Force of- 
ficers must be given staff status in. command echelons in the future 
independent and distinct from the administrative and/or logistics 
sections of those staffs, This obtains in the Army as a rule and 
has proven sound. It has produced the desired freedom of action to 


discharge their responsibilities with dispatch and without interfer- 


ence. | 


There is a need for clarification of the rules of the 


' Geneva Convention in the concepts of combat, staff and wedical of- 


ficers, Extreme difficulty was encountered during World Wer II in 
getting the armed forces transportation services to interpret the 
laws to enable the best use of protected transportation for the 
medical services. In view of our actions in using the atomic bomb 
against helpless civilians there is question as to our national ate 
titude concerning international rutes and agreements of the past 
for the protection of the helpless including the sick and wounded. 
This most important matter must be brought to a decision to permit 
of logical planning for the medical services in future wars. 
Action is indicated at once to force this decision. If the decision 
is that we are to continue to operate under current rules, steps 
should be taken at, once to educate through proper means of publica- 
tion al] personnel of the armed forces on just what the laws permit 
us to do and not to do. 


Because of the intensive attention being given to research 
and development by all the armed forces in the field of Arctic war- 
fare this possibility has not been given detailed consideration in 
this report. It is believed that the current projects are compre- 
hensive encugh to indicate what special equipment and facilities 
will be needed to conduct military operations in the Arctic Zone. 
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Medical service in this area is wholly dependent on the type 
of conflict and the ares involved. Field hospitalisation as developed 
and used by the Army proved adequate in these areas when sufficient — 
mnits were available to meet the needs, When they were not available 
for any. reason, poor service resulted in the needless loss of lives 
and longer periods of morbidity and convalescence. Errors of the past 
should be corrected where possible in planning for the future. The 
-basis for hospiteliszation well forward in this sone is sound. Its 
mission is to complete minor cases and to rapidly prepare long ters 
cases for evacuation to facilities in the rear. The greatest medical 
failure in World War IZ occurred in this zone in that sufficient fac- 
ilities were not made available for the definitive care of short term 
eases. The entire service was geared to efficiently handle the peak 
leads of wounded at the expense cf the more important work of sal« 


vaging manpewer well up forward. As a result, thousands and thousands | 


of short term medical type cases were evacuated to communication zone 
installations where they remained for weeks and months in comfort and 
. Pesisted efforts to return to the front. This unsound practice calls 
for a complete revamping of our estimates and requirements for mobile 
beds in forward areas based on the knowledge that in any campaign ap- 
proximately S0% of all admissions have been medica) in nature and 
that 90% of these have been salvagable in a fifteen day period. The 
system used for the care of the so-called "exhaustion® type of case 
in this area proved adequate and needs only minor refinement for the 
future. The recent development of the mobije surgical hospital of 
60 bed capacity to replace the makeshift arrangement of World War IT 
wherein platoons of field hospitals were utilised as surgical hos- 
_pitale for selected mijor cases will solve one of the major problems 
in this zone. 


In general, there was too much emphasis on evacuation in 
this zone rather than on sound medical and surgical care. The emphi- 
bious operations in the Pacific presented far different problems in 
this field than on the land mass of Europe. Often it was consider- 
ed impossible or inedvisable for some reason to follow up the invad- 
Ang troops with adequate mobile field hospitalisation units. The 
Okinawa campaign in the Pacific proved the essentiality of this 
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sound procedure which had been adopted as standard in the amphibious 
operations in the Mediterranean early in the war and later in 
landings in Normandy. The permanent use of hospital ships and 
verted troop carriers or cargo vessels has been recommended by some — 
as the ideal method of caring for the sick and wounded in emphi- 
Wious operations. These floating medical vessels, unless greatly 
improved in number and special facilities for medical use are not 
considered ideal by many others. They do have their use in plans - 
for small campaigns of expected short duration and they do provide 
extreme flexibility of medical means which is a very desirable fac- 
tor in any situation, Major opinion prefers the use of field hos- 
pitalisation ashore as soon as it is humanly possible to get it in. 
There is unaninity of opinion that most field hospital units should 
be similar in organization and equipment in the armed forces. 

There are some who favor the wniversal manning and provision of 
field hospitals by Army personnel for all land operations regard- 
less of the identity er composition of the ground force. It has 
many advantages and should be given full consideration in future 
planning by the joint staff. 


Mobile convalescent hospitals are a necessity in the 
type field Army nedical service. The recent development of the 
1500 bed type will improve the use of these important oe 
in future land operations, 


Large air force groups operating from fields in the com- 
bat sone should be provided with sufficient field hospitalisation 
units if based at any great distance from ground force installa- 
tions. The type field hospital was designed prior to World War ITI 
for use in these situations and proved wholly adequate in practice 
during World War IT, 


b. Communications Zone 


Our medical doctrines governing hospitalization in the 
Communications Zone proved sound in World War II practice. Devia- 
tions from the ideal system which is always planned were often 
caused by unexpected tactical successes, especially in France. 

These fortunes of war will continue as in the pest to test the 
flexibility of ow plans in the future. Because of the fixed nature 
of the hospital facilities in this sone, flexibility to meet the 
wnexpected can only be obtained by keeping unite in reserve. This 
is often impossible without sacrificing needed beds and thereby 
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creating serious manpower losses by increased evacuation of short term 
cases to the Zone of Interior. The increased bed needs over World War 
II experience for this sone is covered under general discussion in 
Paragraph 1. 


There has been general criticism of the practice of pass- 
ing the sick and wounded through a series of heapitals in the Commni- 
eations Zone before definitive care is reached. This is never desir- 
able. It was forceé by conditions beyond the control of the Medical 
Department in most instances. It ean be cbviated somewhat by better 
use of air evacuation, earlier triage and specialization of hospitals 
for type cases. However, until there is more certainty in the con-. 
tinuous availability of air evacuation, there will be need for ad- 
vancing large hospitals in the Commmication Zone as it advances be- 
hind the combat troops. Overlong periods in transit on vehicles 
or traing is not conducive to the best treatment of recent battle 
casualties. We must continues to move hospitals to the cases until 
our transport develops far beyond that of World War I efficiency. 


It 4e generally agreed that station hospitals in this zone 
should not do surgery beyoad their capabilities but that they can 
be used to relieve general hospitals of less serious cases. It is 
general knowledge that in war many hospitalized individuals develop 
*hospitalitis™ which makes it exceedingly hard to return them to 
duty. Hospital commanders and thoir staffs often were not indoc- 
trinated sufficiently on the importance of returning cases to duty 
at the earliest possible date, 


There 4s wmiversal agreement that convalescent centers 
are dest established as part of each general hospital. This system 
allows a complete follow-up on sach case by the same personnel which 
saves time and effort. From convalescant, centers patients should be 
gent to reconditioning centers operated by the line. These centers 
‘pequire adequate medical staffs to advise on the physical condition 
of each individual to the end that harm is avoided as well as to 
insure speed in the reconditioning process. There is need for 6 
SOP in this sone which ean be rigidly carried out which specifies 
a uniform standard for transfer of cases to convalescent and re- 
conditioning facilities. Too much leeway was given hospital com- 
manders in this field during World War IT and resulted in a needless 
less of manpower. 
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War experience proved that the Communications Zone medical 
facilities were swamped with hordes of individuals who were passed on 
to them through medical channels but who were not sick physically and 
had proved useless as soldiers in combat areas. Obviously these in- 
dividuals should have never been accepted for military service or at 
least for combat duty. There is need for specific administrative dir- 
ectives which will relieve the Medical Departments from the care of 
this type of individual promptly. It is a sheer wastage of medical 
personnel to permit their occupation of hospital beds. There has 
always been much wastage of time and facilities with confusion in 


~ the process of returning “duty” cases from hospitals to the place-~ 
ment depots in the Commmications Zone. The responsibility in the 


Army for this process has been placed on the Personnel Section of 
the Area Commander's staff. The system has failed to work repeated- 
ly, mostly because of lack of transportation and it has been recom- 
mended that a change be made in regulations and doctrine which will 
place the responsibility for the procedure on the commanding officers 
of Replacement Depots. This appears sound. 


Detached Air Force commands in the Communications Zone must 
be given adequate hospital coverage. There is much demend by the Air 
Yorce for the assignment of general hospitals to them for the care 
of their rick and injured. The basis for this request rests in the 
assertion that aero medical trained officers can more efficiently 
supervise medical care to air crews and that administrative control 
of sick and injured air crew personnel is facilitated when they are 
concentrated in one hospital. Further, that there was e great loss 
of air crew personnel, especially in the Pacific, where the sick and 
wounded were hospitalised in many facilities. Later, this condi- 
tion was improved by assigning an Air Force liaison group to each 
of the hospitals. It is believed by the Subcommittee that no harm 
would ensue if general hospitals, when actually demanded by the 
specific situation in a combat sone, were attached to Air Force com- 
mands for operational use only. 


The construction of hospitals in the Communications Zone 
presented many trying problems, especially in the Pacific Theaters. 
For the most part the construction was accomplished by medical per- 
sonnel which caused much wastage of specialised skills, but it was 
necessary if any hospitals were ever to be established. The Corps 
of Engineers in the Army who were responsible for this work failed 
to provide the means for the task. Navy construction of hospitals 
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ashore lagged even more than in the Army, indicating the same diffi- 
culties were encountered in the construction field; Because of neces- 
sity the construction in the Pacific was mostly of the Australian cow- 
shed type. This type could be prefabricated and readily supplied. 
Later in the war stateside constructed prefabricated buildings were 
available and proved to be moderately valuable in the tropics. Had 
rn geeuoeg extended to the temperate sone they would have been 

4d e : 


Continuing study must be made in this field toward the 
developing of prefabricated structures that can be matte available 
in ample numbers for Communications Zone needs. The locating of 
hospitals well outside the danger sone of large bases in future wars 
will surely demand the use of this type of construction for most 
fixed hospitalisation. 


The intricate maze of hospitals in ETO through which pat- 
ients were passed from Germany to the United Kingdom is a good ex- 
ample of what the lack of facilities for rapidly building temporary 
hospital structures forward as the troops advance can produce. 
Many are of the opinion that by creating a Hospital Construction 


- Division in the Corps of Engineers a forward step will be taken to 


eliminate the glaring deficiencies of World War II practice in the 
hospital construction field. 


Holding hospitals are necessary in the Combat Zone. The 
Army has developed since World War IT a new unit for this fimction 
so essential in operating an air evacuation system. There is di- 
vergence of opinion as to who should control these units - the Arny 
Surgeon or the Surgeon of the Commmication Zone. It appears logi- 
cal to have the Communications Zone responsible for them on the 
basis that they are responsible for evacuation from Army service 
areas. 


Efforts made by the Army ground forces to push develop- 
ment of ambulance means since World War ITI have been unsuccessful 
to date. On the sound premise that the medical services must 
operate ambulances on land, on the sea, and in the air, it is reason- 
able to demand that development in their physical features and use 
be accelerated by direction from top level authority. The Committee 
agrees unanimously that this is an essential need and must be done 
at once. 


ers 
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2. Evacuation Policies 
a. General 


The basis for the establishment of an evacuation policy 
in days within a Theater of Operations is sound. Planning for beds 
and evacuation needs in each medical echelon cannot be done without 
some basis for computation. Experience factors of World Wars I 
and IT are reliable as guides for determining requirements for medi- 
eal facilities in each of the successive medical echelons from front 
to rear. World War II proved ow doctrines and methods sound in 
this field and there is no need for change except to readjust ex- 
=. tables as necesgary to the data accumulated during World 
War (eee 


The Army and Navy had different policies of evacuation 
in the Pacific. All agree that both services should have identical 
policies in the future, especially where joint use of medical facili- 
ties is to be generally adopted. 


The purpose of establishing evacuation policies is to 


effect salvage of manpower as far forward as possible and to free 


forward wnits of long term cases as rapidly as possible to provide 
more beds for minor cases. 


The policy will always be dependent on the number of beds 
available, the number of sick and wounded admitted and the amount 
of transport available for the movement of cases and the tactical 
situation in any given echelon of the medical service. Early in 
amphibious operations there can be no set evacuation policy. 


b. In the Conbat Zone 


Practice has proven the advisability of establishing a 
ten to fourteen day policy for the combat sone. It can rarely be 
adhered to except in very static situations but does serve its pur- 
pose as a guide for planning medical facilities and the indoctrina- 
tion of medical personnel in the process of sorting cases for evac- 
uation. It must be subject to change on a minutes’ notice to cope 
with tactical requirements. During quiet periods it was often ine 
creased to thirty days. The proper use and availability in the 
combat sone of sufficient convalescent hospitals will permit of a 


longer policy. | 
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@. In the Communications Zone 


The policy in these zones was established by the Surgeon 
Generals of the Services during World War II. It varied depending 
upon the medical facilities available in any theater and was from 
ninety to one hundred and eighty days in the various theaters. 
This system proved sound and requires no change in future plans of 
operation. Some suggest that the establishment of the policy be 
left to the Theater Surgeon rather than the Surgeon Generals. That 
is illogical as the Zone of Interior facilities must be geared on 
more definite and detailed plans which can only be made on reason- 
ably cextain estinates of the number of casualties to be returned 
from the theaters. It would seem feasible to compromise on an 
intermediate solution wherein the Theater Surgeon would recommend 
to the Surgeon Generals any changes in set policies as local condi- 
tions justified. 


3. Eyaenation in the Combat Zone 


Developments in the use of air means during the recent 
war indicate consideration of fuller use of this means for the 
transportation of the sick and wounded. Tests in the suitability 
of the helicopter and various types of light aircraft are proving 
encouraging in this field. In certain areas the Le-5 type of plane 
proved excellent for evacuation of single cases while in others it 
eould not be used because of the mugh terrain and weather conditions, 
There has been recently propesed by the Army Medical Department 
Board an air medical evacuating company equipped with twelve light 
planes for use in the Army Service area. It is proposed to keep 
these planes as a seperate medical unit under direct medical con- 
trol and to have them suitably marked with Red Cross insignia, 

This addition to the medical means available in the combat area 
should be considered a bonus and no reduction allowed in the recent- 
ly authorised full complement of surface means of transport. Until 
terrain, weather, and enemy interference can be eliminated the use 
of air means in any combat sone mst be viewed with extreme caution. 


The standerd system of evacuation contained in Army medi- 
eal doctrine proved seund in war and needs no change for the future. 
In one theater the Army Corps was changed with the evacuation of 
division and corps medical installations to field Army umits and 
they were given the necessary means to accomplish the task. This 

+ gcheme proved to be excellent during a period of twenty months in 
combat and aided materially in the training of corps surgeons for 


higher medical command. 
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In amphibious operations especially in the Pacifie it 


orderly transpert of patients to designated hospital ships devel~- 
oped. There is still much to be done in this field before the 
Medical Departments can approach the effectiveness developed for 


beaches to ships but alse the types of ships allotted them for 
the transport of cases to bases in the rear. The LSTH, although | 
Sr ae ee ee ene ee 


ved in 6 los yp sbi made ita use reasonable. For longer hauls 
it needs mich improvement in ite facilities. One of the major 
fetiures was the lack of control over the LSTHs by medical of+ 
ficers afloat on DDay. In some cases the ships were directed 

by the line command on diversion missions and this resulted in 
the complete breakdown of the planned evacuation system on D-Day. 
Such employment defeated the planned use of these ships and must 
be corrected ly stringent demands of the Medical Department of the 
Navy for control of the ships allotted to it in any task assigned. 


It is possible that the Medical Service of the Navy 
should design and demand a special type water ambulance for offe- 
shore evacuation of casualties. The British hospital earriers 
used in the Mediterranean were equipped with them and demonstrated 
their effectiveness on many occasions. Full control of these small 
eraft by medical men with positive destinations was assured to the 
end that the useless ferrying and begging of larger craft to accept 
easualties did not happen. 


Little criticiam was elicited regarding the facilities 
of specially designed hospitel ships. However, there were too few 
early in the war. This can be corrected by keeping those now in 
being in reserve during peace with provisions fer early recondi- 
tioning in an emergency, It will always be too late if action to 
build or convert ships for this purpose 28 delayed wtil war comes. 
Several witnesses expressed the need for some type of fast anbul- 
ance ships for long water hauls of casuaitios. This should be 
considered in the survey of the whole problem of amphibious operations. 
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The further development in the use of air evacumtion means to permit 
its early use in campaigns may well eliminete the need for faster 
long distance water transportation. Universal condemnation of the 
use of troop carriers for the reception and transport of casualties 
was forcibly brought out. Although the use of these ships was for- 
ced by necessity that fact constitutes a failure in implementing 
the medical planning for carrying out of ite mission. This failure 
ean only be corrected by stringent action on the proper level NOW 
to prevent the same error in future wars. It is unthinkable that 
the Medical Department of the Navy cannot secure the necessary per- 
sonnel and equipment and full control over its use to carry out its 
responsibilities for the evacuation and care of casualties once 
afloat. The Navy has lagged far behind its sister services in this 
important field. There is definite evidence accumulated to show 
that naval line commanders and staffs have not been sufficiently 
indoctrinated in Medical Department functions and responsibilities, 
especially in amphibious eperations. This can partially be cor- 
rected by proper presentation of its problems at the highest level 
and more training of selected medical officers for staff and com- 
mand assignments in war at naval line and service schools. 


The problem of amphibious medical service demands inmed- 
fate survey by competent war experienced Army and Navy medical 
officers, Some workable system that will avoid the serious break- 
downs in past efforts mst be evolved. Considerable theoretical 
work on the solution of this problem has been started at the ser- 
vice schools of the Army and Navy. This experience should be util- 
ized by the survey team in its task in reaching the answer to one 
of the poorest links in our medical services. 


Evidence was elicited which indicated the need for better 
triage of cases ashore early in amphibious operations when air evac- 
uation became available. It was largely because of lack of suffic- 
ient field hospitalization and qualified medical officer personnel 
ashore that the serious errors occurred. This brings out the in- 
portance of bringing sufficient and capable medical facilities in 
to shore immediately following the assault phases of an attack. 

No system of evacuation no matter hor ideal offshore can obviate 
this oft-demonstrated and primary essential to good medical services. 


4. 


Medical doctrine in the Army places responsibility fer 
evacuation from the Combat Zone to the Commmications Zone on the 
Communications Zone. This is sound and should be continued. In 
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many instances the Commmications Zone did not have the transport 
facilities at its disposal for accomplishing the task and of neces- 
sity it fell to the lot of the Combat Zone Medical Service to do 
the job. As long as distances were shert no hardship resulted. 

As distances increased the use of air means became imperative for 
good medical service. It was the breakdown in this form of evae~ 
uation which brought much eriticiam from the Combat Zone because 
of the damming back of its casualties which ensued. Although tace 
tical needs for air transport means will always take precedence 
over its use for medical evacuation we cannot help but emphasise 
the dependence present concepts in the evacuation field play on 
this means of transport. If it is to be dependable and we believe 
4¢ can be made reasonably so, there is need for development of a 
system to definitely provide the needs of the medical service. 
In one concept it is suggested that air transport by a process 

-of evolution in development is replacing the slower means of the 
‘past; just the same as the motor ambulance replaced the horse- 
drawn in World Wer II. If such is accepted it ie logical that the 
game control] ever air means as surface means should be vested in | 
the Medical Departments of the armed forces. It may come when 
our airoraft building facilities are developed to the point where 
the air ambulance can be put into production without delaying er 
sacrificing combat type aircraft production. Until that time ar- 
rivee and weather conditions are beaten to insure reasonable de- 
pendability, the reliance on ground means for transportation of 
the sick and wounded will have to continue. Extreme caution is 
demanded therefore in planning for the future to insure sufficient 
ground transport means for the movement of expected casusities. 


Any sytem devised by the Communications Zone to effect 
its responsibilities should include means for rapid and constant 
comminication between the medical echelons involved. Medical evace 
vation liaison personnel of the Communications Zone should form part 
of the staff of the Chief Surgeons in the Combat Zone area. By this 
means the requirements for the lift of patients in the Combat Zone 
ean be readily translated into action directly and efficiently. 
There is such discussion as to who should furnish air means and 

how the cperation of this means should be handled. Fxperience 
indicated that the presence of a suitably qualified Medical Depart- 
ment officer from the Medicel Air Fvacustion Squadron or from the 
Troop Carrier Command was essential on the staff of the Combat Zone 
Surgeons. Through his Air Force channeles he wae able to secure in- 
formation as to the availability of lift in a reasonable manner. 
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The decision as to who is to furnish air lift for evacuation must be 
made for the Air Force under present limitations of air means. This 
decision should be demanded by the Surgeon Generals of the services 
if ve are te devise a workable aysten wing air means between the 
Combat and Communications Zone. 


The use of hospital ships and air means for the evacuation 
of the sick and wounded from amphibious landing areas to intra-theater 
bases is comparable to the land phases in the evacuation process used 
between Combat and Commmications Zone. In many instances temporary 
medical facilities afloat in the Pacific werd overrated in capacity 
and insufficiently staffed to deo mijor surgery. The results were ob- 
vious. It needs much study regarding its method of operation and the 
control of facilities. Because of the joint nature of most amphibious 
operations both the Aray and Wavy are involved in this phase of medi« 
eal evacuation. Only joint service planning will solve the problems 
of the future to the satisfaction of all. The survey previously sug- 
geated should inelude this important phase of the medical service in 
its study and recommendations. 


Je Evacuation to the Zone of Interior. 


Medical doctrine places the responsibility on the Zone of 
Interior for this phase of medical operation. Experience indicated 
the soundness of this dectrine and it needs no change for future 
wars, More autonomy by the Surgeon Generals in controlling the sys- 
tem of evacuation is indicated. World War II developed the use of 
air transport for this phase of medical service to the point where 
it must be adopted as a major meana in the operation of the evacua- 
tion system. Recent developments in the carrying capacity of cargo 
aircraft presage more economical use of this means. It proved extreme- 
ly dependable within the limits to which it was made available for 
medical use. Caution, however, is indicated in planning for the 
future in depending wholly on air means for this phase of medical 
service, especially early in war. Hospital ships mst remain the 
backbone of the system until sufficient air means are provided for 
our needs. Aircraft production is the key to availability and until 
we are represented in production schedules for our needs it is impera~ 
tive that we face reality if we are to accomplish our task. There 
is need for more study in the use and control of hospital ships used 
for Theater to Zone of Interior evacuation, The uncertainty of ar- 
_Pivals in Theaters proved a most distressing experience. Breakdowns 
which delayed their schedules were a najor factor in their use. 
There has been enough experience accumlated in breakdowns to deter- 
mine a definite mathematical factor for use in the overall scheduling 
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° and time again the demands of theaters for wedical 
evacuation coudd not be met and because of the local lack of beds 


flexibility is demanded. The advisability of continuing past 
practice in assignment of some ships to Navy and some te Army con- 
trol, more adequate commmications including liaison systems, and 
the methods by which theater requirements can be processed are face 
tors which must be considered. 


ITZ. CONCLUSIONS 
The Committee concludes: : 


as. That medical doctrines and principles were sound in World War ‘ 
II experience. 


That where sound planning was done and sufficient medical means 
were available, superior results were achieved. 


That the reverse was true in certain instances. 


2s. That possibilities of future atomic war affecting the medical 
services in large overseas bases are pertinent fields for further 
study and planning. 


That failure to appreciate these possibilities by provisions 
for adequate medical means may well wreck the reputation of our medi- 
cal services. 


as. That there is urgent need for indoctrination and training of 
neval officers to the end that their medical service is given the 
importance it demands in war planning especially in the field of 
amphibious warfare. 


is That clarification of our future status concerning the rules 
of the Geneva Convention and other international agreements for the 
protection of the helpless is necessary. 


5,., That field hospitalization in the Combat Zone as used by the 
Army was eminently successful. 
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That there was need for improvenent in the technique of render~ 
ing medical service in amphibious bs canabateacs 


That beeause of their joint nature ‘tn many instances more coor- 
dinated planning is indicated by the various medical services. 


That the big failure of the medical service occurred in the Cone 
bat Zone because of insufficient attention and the lack of sufficient 
medical facilities for the definitive care of medical type cases. 


That large wastage of critically needed combat troops resulted 
from this failure of the medical services. 


Zam That the provision of a pay mobile surgical hospital by the Army 
for use in caring for non-transportables in forward combat areas will 
ae the need for World War IT practice of improvisation in that 
field. 


That this new unit will prove ideal for omnly: 9 use in future am- 
phibious operations, 


8, That in most instances the medical service in amphibious opera- 
tions especially in the Pacific was not satisfactory. 


That sufficient importance was not heaven this complex problem 
by line or medical staffa. 


That intensive further study by experienced medical and line per= 
. gponmnel ig needed to iron out the difficulties encountered before any- 
thing specific can be accomplished te improve the character of nedi- 
eal service in this field, 


That the supply of standard hospital ships was insufficient early 
during the war. 


That the temporary use of nee carriers and cargo ships for -~ 
medical purposes is unsound, dangerous and not up to the standard 
for nedical service demanded by the American people for its combat 
soldiers. F 


9... That more convalescent facilities are needed in all echelons 
of the medical service. 


That eech general hospital should have ite own convalescent 
section. 
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12, That the soundness of the doctrine which places the responai- 
bility for evacuation of the next forward medieal echelon on the next 
rearward echelon proved sound and demands no change. 


That means to accomplish their respective missions must be au- 
thorized all medical echelons and be actually present in war. 


die. That there was too much passing of the sick and wounded through 
successive hospitals in transit to definitive care in all theaters. 


That better medical planning and more adequate and reliable 
direct evacuation means can prove the answer to avoiding thie un- 
desirable and wasteful practice in the future. 


That this is a matter for local action rather than top level 
policy, 


a2... That there was miversal wastage of medical means and combat 
manpower because of the lack of forceful medical leadership in every 
echelon in demanding the earlier return of patients in hospital to 

a duty status. 


That proper indoctrination in this field for al} medical of- 
ficers was lacking. : 


That because of its extreme importance disciplinary measures 
should be considered as a mesns to enforce implementation of dir- 
ectives in that field. 


13, That anxiety type cases proved a terrific burden on all hospi- 
tals in theaters of operations. 


That more careful and scientific selection of individuals for 
combat duty offers some hope for alleviation of this medical wastage 
fector, 


That administrative action is indicated to effect the prompt 
release from medical facilities of this type of individual. 


Ui. Thet more and better consideration for hospitalisation needs 
of Air Force troops in isolated regions is indicated. 


That local arrangements between the involved surgeons my best 
Berve the needs of each particular situation. 
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That this is usually a problem for local determination rather 
than one of top level control. 


25... That the construction of hospitals by the Corps of Engineers 
of the Aruy during Werld War II in Theaters of Operation was entire~ 
ly inadequate and that this contributed to serious wastage of medi- 
cal manpower. 


That definite action by the Surgeon 'General to correct this 
glaring @eficiency must be taken before any future war if the medi- 
eal services are not to suffer from the same lack of assistance. 


That the suggestion that a special section in the Corps of 
Engineers be establishment for the development of this specialised 
field has merits and would prove no worse than the results exper- 
ieneed during the war. 


That eontinuing research is indicated in developing some better 
type of prefabricated buildings for use in hespital facilities of 
Theaters of Operation. 


That types developed so far are not suitabls for universal 
use in the tropics, aretic and temperate zones. 


46..That the recently developed holding hospitals are an important 
improvement in the process of evacuation. 


That control of these facilities in the Combat Zone should rest 
with the Communications Zone which is charged with the wenpomss Mari ty 
for evacuation. 


127,._.That the evacuation policies used in all areas during World War 
II proved sound and do not require any further study for reimplementa~- 
tion in the future. 


18,._That there is insufficient centralized effort being given to 
produce more efficient types of ambulances for land, sea and air use 
in evacuation. 


That this must be sponsored as a medical problem at once if we 
are to improve the medical services of the future. 


49,...That the Army medical doctrine of the past preved sound in ap- - 
plication in the Combat Zones during World War II ani requires no 


change at present. 
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That air evacuation facilities in the Combat Zone should be 
provided by the assignwent to Medical Department control of the 
Field Army Surgeon as a medioal unit of not less than twelve heli- 
ecopters or similar type light aireraft. 


That the propesed air evacuation company should be adopted 
and be given a field trial. 


2Q....That insufficient importance and attention was given by Naval 
line and medical personnel to the medical requirements ef amphibious 
operations with the result that serious errors occurred in many in- 
stances. 


That a well developed plan for the indoctrination of all Navy 
officers in medical logistics is a prime responsibility of the 
Surgeon General of the Navy. 


That Army medical doctrine governing evacuation and hospitaliza- 
tion in the Commmication Zone proved sound in practice. 


That until more dependable air means are at hani adequate pro- 
visions for transporting the sick and wounded from the Combat Zones 
to the Commmications Zone by surface means must continue te be 
provided in planning. 


That when and if air means do become available te provide 
separate and primary use by the Medical Department that control over 
them must be vested solely in the Chief Surgeon involved. 


S20__tThat recent developments in the carrying capacity of carg 
type aircraft indicate more economical means for Theater of P beaten 
te Zone of Interior evacuation than during World War II. 


23,_.That the system used for controlling hospital ships during 
World War IT did not insure sufficient dependability to Theaters 
of Operation. 


That this suggestion requires intensive study to elicit the 


direct causes for failure and recommendations for improvements in 
the future. 
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The Committee recommends: 


1. That further immediate and detailed stuiies by competent joint 
armed service medieal personnel are mandatory in the following fields: 


(a) The implications of atomic attacks on large overseas bases 
as it involved the msdical services. 


(b) The determination ef our future status regarding the pro- 
visions of the Geneva Convention and allied international agreements 
for the pretection of the helpless. This study to include a means 
-for the indoctrination of g)) Armed Forces personnel as to that 
determined status. 


(c) The development of sound doctrine and methods of 
to eope with all of the medieal aspects of amphibious warfare. This 
. study to include covering the entire field of floating medical evac- 
vation transportation. 


(a) The development of an administrative policy which will more 
promptly relieve service hospitals in all rear areas of the masses 
of amcdety cases during war, 


(e) The development of a better system for the control and 
use of hospital ships during war. 


2. That action be taken by the Surgeon General of the Navy to enable 
the desired indoctrination of all Naval officers in the importance of 
the medical services in amphibious warfare. 


3. That action be taken by the Surgeon Generals te mufficiently in- 
crease the number of medical facilities in the Combat Zone to permit 
of the salvage of medical type cases in thosecareas. 


4. That staff action be taken by the Surgeon Generals to insure the 
improvement of hospital construction procedures hy the Corps of En- 
gineers in Theaters of Operation over World War II practices. 


IV. 


5. That necessary staff action be taken to set up a Joint Army, Navy 
anbulenses 


and Air Force project for the development of better types of 
for land, sea and air medical use. — 


6. That more and better consideration fer hospitalisation needs 


of 
Air Foree troops in isolated regions is indieated and should be pro- 
vided. 
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TRUE COPY EXTRACT (Letter, Colonel 0, F. McIlnay, MC, Air Force 
. dated 20 April 1948) 


onnee "h, Hospitalization and evacuation policies within the 

combat sone and evacuation to the communication zone and te the 
sone of interior are exceedingly dependent upon the type and loca- 
tions of the military conflict. However, it is believed that a 
general policy of much greater utilization of azbulances 
is desired. Medical facilities located anywhere near the front 
lines should be limited to emergency and first aid procedure, 
except in regard to the care of military personnel whose condition 
is such that their return toe their organisation within a short 
period of time is anticipated. The major pertion of definitive 
surgery should be accomplished well beyond the front lines in the 
communication sone, thus enabling the establishment of larger and 
more permanent medical centers. By this, it is not implied that 
dispersing within such medical centers is not desirable, The 
general idea of longer range evacuation of selected casualties to 
the Zone of Interior at the earliest practicable date, should be 
carried further, In other words, the emphasis so far as possible 
_ should be placed upon carrying the patients by rapid means of ; 

transportation over longer distances to well organised and properly 
staffed hospitals rather than attempting to carry the hospital te 
the wounded," ##### 


\ 
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RUB COPY mxpmace (Letter from Dr. Wm. C. Menninge+, Topeka, Kansas, 
; dated 22 April 1948) 


eeeee ®(h) Hoepitalization and evacuation policies in the first part 
of the war were totally inadequate for neuropsychiatric patients. 

There vere, in spite of lessons from the last war, no plane for the 
care and treatment of one out of every four casualties, namely, the 
psychiatric patient, With makeshift efforts we developed euch pro- 
vision but these were far from what we should have had and should plan 
for in the event of snother war. The Nevropsychiatry Consultants 
Division of the Surgeon General's Office has drawn up extensive plans 
for the treatment of combat psychiatric casualties and this plan should 
be quickly written into the regulations and implemented to the extent 
of setting up 1's, training programs and appropriate installations, “#%e%8 
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TRUE COPY (Extract Ltr M. C. Stayer, Major General, Us 3. army, Retiredsl9 Apr 48) 


thee * (h) Hospitalization and evacuation policies within the combat _ 


sone, and evacuation to the commnication sone and to the sone of the interior. 


It has been my experience that this was done extremely 
well and I have no comment, except that I fee] the 
hospitalisation and evacuation were handled with expedi~ 

_ tion and good results. Air evacuation should be used to 
the utmost." 


DER 


(Ltr Brig Gen Guy 3B. Remit, MO, Surgeon, ata 16 Apr 48) 


eeere ©, Hospitalization and evacuation policies within the cembat zone, ont 


evacuation to the eommusication sone and to the sone of the interior ~- Here 
again it is essential to understand ead appreciate what type ef combat sone 
we are to have, The lines of communications so-dailed in the Ruropean Theatre 
consisted of properly constructed reads, railroads and air fields at conven. . 
fent locations. The lines ef eammumieation in the Pasific Theatre were over 
vast expanses ef ecean. The policies, tactics, and techniques of the uedical 
service must be go flexible as te be rapidly readjusted te mest changing cone 
@itions, be they norgal conditions, arctic conditions, er juagle conditions; 
transportation and lines of commmmicaticn by land, s ey 294 
le K, 


x Golesel, z 
- 'RRUR EXTHAGT QOPY (Ltr Colonel Robert P. Williams, NO, 4t@ 16 apr 48) 


eeete E. *Hospitaliaation and evacuation policies within the combat sone, 
and evacuation te the communication sone and te the sone of intericr, These 
policies should be & part ef every war plan and the result of unified staff 
 a@tion. Rotation policies between communication and combat sone units mould 
be incl uded, *e+se00 a ee Soe 
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TAS GL gna (Letter from Golonel Robert K. Simpson, Usa (Ret.) 
dated 1 May 1948) 


seeee "(h) Hospitalization and evacuation policies within the combat 
sone, and evacuation to the communication sone and to the sone of the 
interior, Within the comdet sone, evacuation by aircreft certainly is 
most satisfactory, and it is my deaire to place special emphasise on the 
liason type of aircraft and the helicopter. In the communication sone 
and to the sone of the interior, the use ef the larger cargo type of 
airplane altogether will depend won the part of the world where the 
conflict may be. I am of the opinion that hospital ships can de utilised 
to an advantage as floating evacuation hospitals rather than as a means 
of transportation of sick and wounded. This was certainly true in the 
Southwest Pacific, and particularly in the Leyte campaign where general 
hospitals had to be hewn out of the jungle and mud. The policies adopted 
during Yorld War II as to types of cases evacuated to the sone of the 
interior, etc., were sound and to the best of my knowledge and belief 
satisfactory. Psychoses should be evacuated to the sone of the interior 
as soon as possible, Extremely mobile surgical hospitals, with carefully 
selected trained personnel, should function as fer forward as possible. 
The idea of employing trailers should be considered rather than tentage 
altogether, The use of tentage, in my opinion, should de abandoned; 
there is no compsrison with the Quonset but and er type of 
housing, Hee SOR 


L. K. Pohl, el, MC 
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THUL_ESIRAGT CORK: (letter from Capt, Warwick T. Brom, (uC), USN 
dated 20 April 1943) 3 


SHE "h, Hospitalization end evacuation policies within 
the combat sane, and evacuction to the commmication sone and 
to-the sone of the interior, 


Besed on experience in amphibious operations in the 
Pacific Area during Vorld Nar II, meny of the hospitalization 
and evacuation problems in this tore of warfare would have been 
solved if more hospital ships had been available, The utiliza~ 
tion of troop-carrying trensports as hospitel ships after they 
had discharged their troops was never entirely satisfactory. 
These shipe were usvally overloaded with casualties far beyond 
the capabilities of the medical staff and facilities aboard. 

. Their primary purpose was transportation of troops, not the care 
of the wounded, Their utilization eas hospital ships wes con- 
plicsted by the many factors related to the combat situ ation. 

Hospital ships on the other hand provide better facilities for 
the care of the sick and wounded, Some qould remain 4 the area 
to care for the slightly wounded and thus return them to duty 
and prevent the enormous loss of manpower occasioned hy the 
departure of the transports with men who could return to their 
organizations ‘in a few dsys, During the war in the Pacific in 

-. ghore to ship evacuation LST's designated as "Evacuation Control 
IST's* were used as a link betwen the shore and the ships, The 
IST's that were used in this capacity were also utilised to bring 
wehicles to the operation. After they had discherzed their 
vehicles they were hastily cleaned up and utilized as IST (H), 
the "H*® maning hospital, They were the weakest links in the . 
evacuetion chain, If these ships can be assigned entirely to 
the Medical Department om a permanent basis, completely converted, 
and equipped as small Hospital Ships, they can be utilized suc- 
esssfully in amphibious warfare, They should be altered to provide 
clean, readily accessible operating, shock rooms and wards, They 
should have a medical steff adequate to care for the large mmber 
of casulaties handled so thet they may provide a standard of 
medical care comparable to that maintained in other gea and shore-~ 
based medical installations, There is need for better control of 
ambulance boats and amphibious vehicles which are utilised in shore 
to ship evacuation of casualties, There were, many instances in the 
Pacific war when these casualty-carrying vehicles received the 


the 
boata were required to peddle their wounded as they did at Gallipoll 
in World War I, This needless confusion was dae to a dual responsi-«~ 
bhlity in the operation of these boats, The assignment and operation - 
of boata, amphibious vehicles, and ships for the seaward evacuation 
of cenuelties is a command and line responsibility, The mdical care 
all along the chain of evacuation is a Medical Corps responsibility, 
| 
485 


RESTRICTED 


iit iE (Cont'd,) 


The two are closely related, Som: casualties can be 

pafely moved; othere mst be retained where they are for necessary 
treatment. n_and where casualties are to be moved mst be 
decided by the Medical Officer, The dual responsibility can- 

ted the task, It is belfeved this problem could be solved 

having a line command group operating these boats under orders 
of the Coumender of the operetion, This task would also be 
greatly simplified by having mare hospital ships to handle th: seaboard 
casualty 1ift and by having « sufficient mumber stand in m D Day, *# 
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TRUE COPY (Extract Ltr Albert T. hackers Captain KC, USN, 26 April 1948) 


tititt ©The matter of medical logistics in military campaigns, hospitalisation . 

@nd evacuation policies within. the combat sone and within the sone of the interior, 
are all so intimately combined that they must be considered togethers. I feel 
that, to a large extent during the last war, too much emphasis wes placed on cas- 
ualty evacuation and not enough on adequate early, definitive surgical care in 

the combat sone. In the first place, our so-called mobile hospitals were not very 
mobile and during a rapidly advancing campaign, such a8 that in the Southwest 
Pacific and the Central Pacific, these Base Hospitals were left go far in the 


- year that much valuable shipping and aircraft were required to get the 


casualties to hospitals from the far beache Long~tem casualties were trans~ 

eaeee es Pee rene Siariers Som oon, bane opie eee ere 

steps away from the combat sone with no possibility of contiming care 

usually to the detriment of the patient. Long-term casualties should “eg evacuated 
; to the mainland in high-speed ambulance ships or aircraft to mininise 

logistic support of Base Hospitals which are themselves too far behind the lines. 


The mearest thing to adequate casualty care we were able to provide in the 
Southwest Pacific Area was by the use of properly staffed and equipped surgical 


‘teams on landing ships, such as converted 1ST!s, which were set up to ase 


casualties within a few minutes of the original’ landing and to operate upon them 
when first received. These ships should be staffed not only with general 
surgeons but specialists in various surgical specialties and with blood banks with 
complete facilities for transfusions. In addition to these specially staffed 
and equipped landing craft for the imediate receipt of the casualties, there 
should be a mmber of high-speed evacuation ships, such as specially designed 
APA's, to augment aircraft on which casualties destined for long recovery veriods 
or whose Utinate return to duty is not probable, can be evacuated directly to 
the sone of the interior. These ships must be constructed so that casualty 
@paces will be readily accessible, Our APH's during the last war were very 
poorly designed inasmuch as much of the troop space which should have been 
available for casualties was inaccessible to stretcher cases or enbulatory 


: cripples. 


Me sequence of evente for casualty care will then be as follows fresh 
casualties are brought aboard specially equipped and staffed LST's or sinflar 
craft, are given early definitive surgical care including transfusions, shori~- 
term casualties whose return to duty is definite are kept aboard, long-term 
casualties are placed aboard the above-mentioned ambulance ships ” (Pata) to be 
pogetaagp ace al drs cig glad ng uateges che atonal te ictetiagllorgd 


_- logistic problems can be solved locally. The short-term casualties will then 


be transferred upon the return of the casualty LST from the far beach to LST? 
type hosvital ships which have been specially designed as hospital ships us’) 
and treated for ultimate return to duty. in this connection, we then have twe 

types of landing ships performing entirely different functionse The converted 
LST's which take troope in on a landing which are fitted to carry surgical teans 
will receive and process casualties directly from the beach, When filled te 
capacity they retire, transfer their casualties to LSH's (the specially con= 
structed hospital landing craft) and the long-term casualties directly, to the 
ships designed as ambulance ships for transportation back directly to the sore 

ef the interior. These ambulance ships must be properly staffed and awbeerss 
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continuing care for the casualties during the trip home when much early, 

definitive surgery can be accomplished at the optimua time. It will be noted 

that no mention has been made of the Geneva protected hospital ships (AH). It is my 
feeling that the day of that ship has about vanished and that much better employ 
ment can be made of the converted LST and the LSH in the combat sone with ambulance 
ships for the long haul back to permanent hospital facilities, This plan will 
provide a completely integrated casualty program coordinated at Cabinet level, 
embracing Military, Naval and civilian cooperations 


As much as possible of Medical Department organizations and facilities 
ghould be kept afloat. This applies to medical storehouses as well as 
hospital facilities. Landing craft of the LST type are readily adaptable 
ts cath tee Gl Geibe Wa Eetinel banuly whige oot Geammch a6 ther Ge 1h 
they can be mainted wherever the need is greatest for them. They can move 
forward with task forces or remain in areas of fleet concentrations to be used 
as eat apse dens ships and medical supply ships for the care of the normally sick 
There should be no Navy Base Hospitals overseas—all Navy De«- 
prorlin facilities should be kept afloat with plenty of LSH's and LST type 
medical supply ships to handling all casualties and casualty care in the for- 
ward areas, In line with coordinated Military and Naval medical activities, it 
. 48 felt that all shore based medical establishments should be under the cognizance 
of the Army and all such facilities afloat including all hospital ships be under 
under the control of the Navy. In this connec~- 
mak Ge ke cs cs ete a 
Surgeon is placed on the same echelonas the other Department Heads such as the 
Operations, Intelligence, and Plans Officers and not in a subordinate position 
under a so-called Ufficer as most Fleet Staffs are now organised. En- 
closure (A) is the organizational chart of the Seventh Fleet Staff showing the 
proper position for the Fleet Surgeon. 


Plans for hospital LST'a (LSH) were draw and submitted to Naval perme. 
tions from Commander, Seventh Fleet in 1944. They were approved by the Bureau 
of Medicine ami Surgery but were stopved at Naval Operations because of failure te 
realize that deep draft hospital ships did not provide the facilities for 
im-ediate casualty care which were inherent in the LST plan. (Refer to Commander, 
Seventh Amphibious Force Secret letter, S,rial 00501, File FE 25/P6/L9=3 to Commandés 
in Chief, U. Se —" dated 9 May 1944.)" enue 
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TRUE COPE EXTRACT (Letter, Colonel C. J. Baker, MC, Air Force 
dated 22 April 1948) ‘ 


eter "h, Hospitalization within the combat sone should be of 
as short duration as possible, only enough surgery and medicine 
practiced to prepare patients requiring @efinitive treatment for 
transfer to the communication zone and the zone of the interior, 
_with a policy of short time illness and injurtes being returned 
to combat without evacuation, where possible. Evacuation should 
be principally by air; other methods being used only where that 
mean is not possible. The use of helicopters for short hauls 
ghould be thoroughly developed.” ##*# 


TRUE COPY FXTRACT (Letter, Rear Admiral C. 1, Andrus, (MC) USK 
dated 27 April 1948) 


aeane "(h) It ie believed that the hospital and dispensary units 
as developed during forld War II, in the form of 'G* components, provide 
excellent and adequate facilities for the general hospitalisation of 
patients within the combat zone, Special medical outfits such as those 
furnished for the marines in amphibious operations and in forward posi- 
tions were greatly improved during World War II and are considered to 
be entirely adequate. However, these outfits should be kept under 
constant revision and any new developments incorporated as indicated. 
In time of war it is believed that all hospital ships should be opera- 
ted by the Navy but beyond this opinion it is felt that evacuntion 
policies can best be commented on by someone more familiar with eva- 
cuation problems,” ###+# 


oe EP ar» og on, ” F 
{ Peak” 5 & bem = 
wee. Cenc? Sy-* A REE Sees Sale 


OX be g 
L. K. Pohl, Co. 1, MC 


RESTRICTED “409 


% 


SBUR COPY EXTRACT (Letter from Captain M. J. Aston (NO), US 
' Portsmouth, Virginia, dated 23 April 1948) 


\ 
eeeee Xn) Bospitalisation and evasuation polieies within the combat 
a and evaceation to the communication sone and to the sone of the . 
terior, 


Eere again I thizk that these pelicies as I observed then te be 
carried out were sound, The wounded in accordance vith their needs 
were brought to preper disposition in the shortest time practicable and 
possible. Phe use of aircraft in these proceedings vas alse nost 
efficiently employed. These personnel vho required evacuation to communi- 
cation sonesor to the sone of the interier were sent back as scon as 
proper facilities were available, Therefore, discrepancies in this 
regard were bound to occur. Phe lightly wounded were in many instances 
soon te return to combat. The same is true of many of our sick. The 
physical means available to carry out these evacuations were several in 
type and in all probability would be those to be employed in a future 
conflict, They all served well! With an adequate number of evacuating 
aircraft, hospital ships, and hospital transports many of the early diffi- 
culties we in the Solace encountered could net cecur, Ia the beginning of 
the war it seemed to me that we were evacuating a greater number of ow 
combat personnel then was necessary from a strictly military viewpoint. 
Later on a tightening-up policy wae employed, which in no instances accoré- 


ing to my knowledge resulted in unfair or unjust treatuent er neglect of - 


the individual." *s*90 
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TRUE COPY (Extract fron Ltr Alfred #, “yer, Captain (ki), USN, 17 April '48) 


, #et(h) Hospitalization and evacuation policies within the combat sone and 
evacuation to the commnication sone and to the one of the interior. 


It is believed that hosvitalisation and evacuation policies for Naval personnel 
in the combattant and communication sones were adequate. © 


However, in future warfare, it is sugrested that due consideration should be 
given to more extensive evacuation from the sone of comminication to the sone of the 
interior. This infers the provision of minimal required hospitalization facilities 
in the communication sone and rapid evacuation of casualties, preferably by air. 


freatment in the combat zone should be limited to strictly emergency work. Good. 
definitive care should be given in the communications sone. 


It is not believed that retention of casualty non-effectives in the sone of 
communication for more than thirty days is practicable or feasible. 


: Further, consideration should be given the medical establishments in the 
commmnications’ sone based on probable types of warfare to be encountered. in 
possible total war, small well dispersed establishments are considered more practicale * 


TRUE COPY EXTRACT (Letter, Dr. Russel V. Lee, dated 18 April 1948) 


aunee "Hospitalization and evacuation policies within the eombat sone 
and scum thon ce the commmication zone and to the sone of the intericr. 


®avain. the utilization of air transportation would change everything for 
the batter aed planes and helicopters close up in the combat area, larger 
transports further back, casualties cared for with 2 bases 500 miles te the 
rear in really definitively equipped and staffed hospitale. Air evauuation 
‘also makes possible the immediate removal of moet carualties to the sone of 
interior to be cared for in hospitals Ss hones," ###*# 
: ¥ — Py “ns 
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IBUR_COPY EXTRACT (Letter, Captain Robert M. Gillett (MC) USN 
dated 15 ied 1948) 


seeet "Hospitalization and evacuation policies should remain 
'fluid' and be left to Task Force and Area Commanders insofar as 
practicable," **##1* 


TRUE COPY EXTRACT (Letter, Colonel John A. Rogers, MC, USA (Rate) 
: dated 19 April 1948) _ 


"It is believed that, in general, with the medical service well 
established, a ten day period of evacuation is suitable within the 
Army area. The 3000 bed Convalescent Hospital, or two 1500 bed Con- 


valescent Hospitals, will provide the necessary facilities for the. 
care of such cases. Any patient needing more than ten sect ee cing 
talisation should be evacuated to the communication ONC » 


("5 


I. Ke Pohl, Colonel, MC 
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ouse fhe Hospitalization and Evacuation Policies Within the Combat Zone 
and Evacuation to the Comanication Zone to one of interior. 
(1) Defects: 
(a) Complete control over hospitals by Ground Forces. 
(bo) Arbitrary standards of evacuation, 


(c) Failure to appreciate and use air evacuation of 
patients, 


(2) Remedies: 


(a) Air Force have its proportionate share of hospital 
be 


aS » 


(>) Aix evacuation from combat sone of all possible 
patients. 


(c)} Evacuation to the sone of the interior rather than 
establishment of advanced hospitalse® 4... 


: eo POHL 


Colonel, M0 
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2 


2. Wisapi tid Sadan bi Kia cle’ bas. Aa tau Sth Viaed pie ek 
be predicated on inability te do duty. The extent or distance of evacuation 
should be determined on the estimated length of the period of disability — 
and the strategic situation. That is, it may be advisable to lmep a 
patéedent at an advanced hospital who hes a prospective disability of as long 
as 2 weeks, while operational prospects may dictate air or other forms of 
evacuation from advanced hospitals for patients who have a prospective 
pgp gllitl BY Pg da The same principle should obtain all along the 


- lines of communication returning to duty those able to do duty and keeping 


or passing the others along depending on the prospective periods of disability | 
and as directed by the staff medical officer based on his estimate of the 
situation. In overseas duty some criterion as to length of estimted period 
of disebility should be established and all with a longer period should be 
sent to the United States. 


"Definitive evacuation to the United States from the 7th Fleet was 
being abused when 1 reported, so that the fighting services were losing 
uselessly several thousand men a month ~ many entirely non«wedical problems. 
That is, we a ce ee ie ee 
their units of ell men who did not measure up to their standards of 
discipline and ability. Mmy of these men were Coase demobilised with a 
paychiatric diagnoeese 


"Another item I consider Spicleahs Ye found a most valuable means 
of evacuation in the Southwest Pacific was the L.5.T. equipped as an evacua- 
tion ship, About one out of six of the LSTts used in an assault was converted 
inte an evacuation ship es soon as it had sent ite troops and transportation 
ashore. The details of the setup should be available in the archives of the 
7th Fleete This idea to put hospitalisation at the shore with the assault 
group should still have 10 utility, . ie ; 


ok dvd tad kk eapevitcn on ecaeenies tu ths Oe lot the interiee 
snag eymamiticn $0 speatalined hoopitals fyem late Bon le That system — 
seemed satisfactory.” sung i 
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SRUB COPY ExrRAOT (Ltr Capt B.R. Hering (iC) USM, dt 17 Dec 47) ie 


eeeee H, "This letter is prompted by the belief that the probleus ef Auphib- 

fous Medicine, and recommendations for improvement of owr amphibious and field 
medical service are of sufficient iapertance to warrant their calling te the 
attention of the Surgeon General in this manner. fhe past two years hare 

served to show that while some progress has been made in putting into effect 

the lessons learned in the war in the field, little has been done to correct 
certain basic promises that war experience preved to be erroneous. Im an 

article for official Waval Medical Histery completed some nine months ago, I 
pointed out the fact that we in the field took care of approximately one 

hundred thousand battle casualties besides countless nom-battle and disease | 
casualties. The aédical service of the ferces afloat was salled upon to : 
farther evacuate not only cur casualties bat sany more from the Army as : 
well. It appears to thie officer that a medical service that is called upon 

in battle tc assume such a burden should have more representation in tine of 

peace in the Bureau and high comands in order that we may keep pace with new 
developments and maintain a high state of readiness. Gm my return to the 

States at the conclusion ef the war in the Pacific, I visited the Duress 

and wa S astounded at the complacency that existed regarding the efficiensy 

ef our field forces and off-shore evacuation facilities. I do net sean te 

imply that the medical care available was not uw te the standard of other 


. vpranches of the service, bat it could have been so much better in some res- 


pects, I believe, if the recommendations which will be sade later had been in 
effect before and during the var. A detailed account of my own observations 


ae to the inadequacy of cour amphibious and field medical service would take 


more space than is available in a letter. Much of it has been touched on 

in my article bat there were many things that it was not thought advisable 

to include and they were only touched on in a gemerel way. Actually, as late. 
as Iwo Jima, our system of distribution of casualties was literally a hit or 
miss proposition and the caliber of the surgical treatment obtained is well 
brought out ty the fact that fifteen out of sixteen belly cases dying of peri- 
tonitis at the 148th Army Ganera) Hospital on Saipan had been operated on a 
voard eliip off Iwo and still had one or mere unclesed perforations of the in- 
testine. This is ao recrimination of the personnel or their efforts. Ad- 
miral Lannings report of the off-shore evacuation there describes a some 
length the terrific preblems that were encountered. fhis verg honest repert 
could well be written about several other operations in which I participated. 
Hor were the deficiences of off-shore evacuation our only problem; inadequate 
equipmeat, untrained personnel and disregard of the basic needs for success- 
ful preventative medicine all made the maintenance cf health and proper treat- 
mont of casualties a very difficult goal to attain. Lack of a definite doctrine 
originating from the Bureau as to the Medical Departments’ role in amphibious 
werfare. Such doctrine, emanating from high authority could not have so light 
ly been disregarded as it frequently was when coming from individual staff 
officere. An example of thie is in the discouraging lack of LST's available 
to the Medical Deparrtment ac LSTH's. The use of this type of evacuation at 
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TRUE COPY uxTRaCt (Ltr Capt B.R. Hering (MC) USM, dtd 17 Dec 47) CONTINUED; 


night where definitive care is available, is the absolute key to successful 
amphibious medical service. Not until Okinawa were we alloted sufficient 
LSTH's to properly carry out our mission. Present doctrine (USF 6) defines 
their use but gives too much leeway to individual task force comaanders for 
their employment. Another error in basic doctrine is that an APA can take 

care of one-hundred and fifty serious casualties and three hundred and twenty 
five anbolatory casualties. The meager facilities in personnel and equipment 
aboard ea APA make this an impossibilgty, yet doctrine of this sort io ae, 
into medical plans throughout the war. 


RESTRICTED 


505 


RESTRICTED} 


TRUE COPY (Extract Ltr Bascom L. Wilson, Colonel, uC, Air Forces, 21 April 1948) 


#uuw"Reference par 3(h) "Hospitalization and evacuation policies within the 
combat sone, and evacuation to the communication zone and to the sone of the 
interior," it is felt that in the Combat Zone, when a large proportion of the 
combat persomel is composed of Air Force personnel, a certain number of General 
Hospitals, according to the proportionate number of Air Force personnel. present 
and casualties anticipated, should be assigned to the Air Forces, in order to 
concentrate that personnel, for better persomel accounting and for closer super~ 
vision of Air Crew personnel by Medical Officers. trained in Aviation Medicine. 
Thig 4s a considerable morale factor with Air Crew personnel. As to whether this 
be an Army Hospital or Air Force Hospital makes little difference except that 

it should be under the jurisdiction of the major Air Force of the Combat area 
corcerneds During the early days in the Pacific Area, great difficulty was exe 
perienced in keeping track of Air Force casualties, they being transferred from 
om hospital to another, to finally where many could not be located, resulting in 
loss of Air Force persomel for long periods of time, and often unnecessarily 80. 
If the Air Force had ite om assigned General Hospitals in the combat area, inm- 
proved morale, closer observation of Air Crew personnel with decrease in time 
lest, with no loss in their efficient Medical and Surgical treatment would ensuge 


Later on, in the “acific Area, Medical Liaison Officers were assigned te 
each General Hospital mainly for the purpose of assisting hospital personnel in 
Aviation Medical problems arisings keeping track of Air Force personnelj and 
assisting individual Air Force personnel in their individual problemse This 
service was considerably expanded as time went one . 


Reference the evacuation policies within the Combat Zone, considerable 
difficulty and confusion was experienced when the first Air Evacidation Unit arrived 
in the Theatree 1+ was assumed by the Air Force Command that this unit would fun- 
etion under its command, however, it was the decision of the Theatre Commander 
that inagauch as the Ground Forces were charged with all evacuation services in 
the Theatre, the Air evacuation would be assigned to, and function under then, 
and this was done. This was a great disappointment and quite a morale buster to 
the Unit concerned. After trying out this arrangement for a few weeks, it. was 
_ Yeadily apparent to all concerned, that in order for the evacuation unit to cperate 

amoothly and efficiently, it would have to be assigned and operated under the 
Gommand of the Air Forces. This was finally agreed to and the change was made. 

his unit under Air Force command, operated smoothly and efficiently, and made a 
great record for itself, Succeeding Air Evacuation Unite were assigned te the Air — 
Force without questions, and operated efficiently under its commands 


Such command jurisdiction of units arriving overseas should have been 
decided long before and there should have been no question as to jurisdiction 
involved, while this is only one small isolated instance, if this were miltiplied 
many times, which no doubt it was, it could cause a great deal of discontent, con- 
fusion, loss of morale and loss of efficiency," sw 
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TRUE COPY FXTRACT (Letter, Rear Admiral A. H. Dearing (wc) USN 
dated 26 April 1948) — 


wate ©(h) Hospitalization and evacuation policies within the combat 
zone, and evacuation to the communication sone and to the zone of the 
interior, 


"In the South Pacific area there was a lack of wmified policy between 
the services regarding evacuation. The Army forces set up a standard that 
a man would require at least six months of hospitalization before he would 
be evacuated to the zone of the interior, This was by order of the Sure 
geon General, The prevailing conditions of hospitalization both for the 
Army and the Navy made a 90 dsy evacuation policy more desirable. It is 
believed that the policy regarding the length of time a man will require 
for hospitalization before he is evacuated to the zone of the interior 
should be left to the Judgment of the Commander of the area who is 
familiar with all corditions therein rather than te a ia caahed decided 
in Washington,” *#eH# : 


~ 


> 


L. Ke. Pohl, Colonel, MC 
TRU COPY EXTRACT (Ltr Capt. #.P, Kunkel (MO), USM, dtd 21 april 1948) 


eeese "HH, Our evacuation hospitals, during the last war, for the greater 
part, did an avellent job. With the distance that can now be covered in 
a short period of time and the number of patients that can be evacuated 
by air, only permanent hospitals should be constructed, well staffed and 
well equipped, far behind the front lines. Sheet metal buildings of the 
quonset huts type proved to be mot mobile, and once they are set up, no 
attempt should be made to move them, at least not to a forward area. In 
a forward area, no second-hand buildings or equipment should be used. I 
believe that, depending on the cliaste in the operation area, lumber or 
tents, if available in sufficient quantitise would afford the best mater- 
fal for construction of hospitals and barracks. Military hospitals in 
forward areas should be planned and staffed by armed forces personnel 
with no distinction made among patients as to whether they are Army or 
Ravy. There should be no overlapping so far as igh toegoonte are concerned, 
and all hospitals should be uniform. *seessees oe 
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TRUE COPY FXTRACT (Letter, Captain Lewis T. Dergan, (MC) USN ) 


ielalatiad fo Hospital izetion end evacuation policies vitiin the 


"All hospitalisation ashore should be accomplished in very mobile 
type units with a short hospitalization policy not to exceed thirty 
days. The Naval Hospitals during the last war were not mobile in 
anything except name, they took too long ta construct and were too 
elaborate in tyre. In both the New Guinea and Phillipine campaigns 
it was necessary for the Navy to utilise Arny Hespital beds for 
protracted periods until Naval Hospitals could be erected. After 
the Leyte landing some Army Hospitals were receiving patients 4& . 
hours after the first landings, it was over three months before the 
Navy had any hospital facilities in the same area, 

*All cases being evacuated should be screened by an Officer 
equipped with the necessary medical knowledge and authority to reject. 
cases of a trivial nature or thore whose recovery could te anticipated 
within thirty days. Several times at Leyte Naval Hospital ships were 
offered to Army hospitals to evacuate their cases; from 50<75% of 
the cases loaded were of such a minor nature that the men should not 
have been on the sick list. 


& 
aH All hospitalization ashore should be in joint Army-Navy 


hospital, preferable under a jurisdiction of Army Medical Officers 
(Marine units are excepted as they offer a separate problem). 

"(2) Evacuation from forward areas should be by air whenever 
that is possible. When other facilities are needed fast ambulance 
ships should be used; these should be non-(Geneva convention in tyve 
as protection afforded by its provisions are becoming more and more 
theoretical. 

"(3) Malingerers and cases of a trivial nature should be screened 
out and retained in the combat area. : 

"(4) Present day hospital ships could be dispensed with. Each 


_ combatant ship should be able to treat the majority of its casualties, 


In the event of a ma jor soracitened a fast ambulance ship could clear 
the casualties,” ##t# 


e Ke Pohl, Colonel, HC 
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hilaRalalahal "h, Hospitalization and evaeuation policies within the 
combat some and evacuation to the commmnication sone and to the 
gone of the interior, 


Many faetore influence the hospitalization and evacuation 
policies within the combat zone, such as mumbers of casualties 
‘available hospital beds, troop replacements, etc, AS a po an mile 
a 10 to Uday evaevation policy in the combat aree and a 30eday 
evacuation policy for the communication zorie will prove most feasible, 
It is of the utmost importence that alternate mthods of casualty 
evecuation be evailable and that porsomnel be thoroughly treined in 
all mthods, Full use should always be made of air evacustion as 
this method is possible even to remove wounded from isolated front 
line positions, Ambulance pools should be used rather than the 
dispersal of ambulances among units that might not need then, 


A ecrrvalascent or rest camp should be set up in each 
combat area and all combat faticue cases sent there rather than _ 
evacuated from the area, It was found that about 85% were actually 
physical exhaustion and could be restored to poment units in four ~ 
to five days after a-good Test." see 
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TRUE COPY EXTRACT (Letter, Colonel FP, A. Blesse, MC, USA, dated 19 April 1948) 


y “a. Hospital and evacuation policies within the combat zone must be 
flexible, : : 


"b. They must be changed en to meet the requirements of the 
military situation. 


"ce, The old established policies were proven to be sound in the 
last war. ; 


"4. It is usually impractical to annownce an evacuation policy within 
the army area, by number of days, as is done for theater evacuation. 


"e, Evacuation of patients from Evacuation Hospitals should be a 
responsibility of the field army. They must be transported to air fields, 
rail-heads or Ports and if these are located within the Army area, the 
holding units established for their temporary care at these points should 

“be under Army control. The ceommnication sone mefical service should be 
responsible for their transportation from the holding units in the Arny 
area. 


*¢f, Unite must be carefully supervised to avoid unnecessary delay 
in the evacuation of casualties that should be evacuated end surgical 
procedures which are not in accordance with the mission of the unit. 


"“g. Frequent and unnecessary transfers of patients from one fixed 
hospital to another, should be avoided. Thie was a frequent source of 
eriticiem, It is impossible to provide the best facilities for all types 
ef surgery in all fixed hospitals, It is advantageous, therefore, to care- 
fully survey their capabilities with the aid of the consultants, and to 
designate certain installations for specified types of surgery. The 
station hospital cannot be provided with the type of specialist found in 
general hospitals and they shoudd not be authorized to attempt work beyond 
their capabilities. However, they should be capable of relieving general 
hospitals of cases not requiring such specialized talent. 


"h. There was a tendency to permit petients to remain in hospital 


long after they were fit for duty, or for transfer to convalescent establish- 
ments or reconditioning units. This seemed to be due to a lack of hospital 
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commanders and chiefs of services to appreciate the importance of the | 
release of this man-power for military requirements. In many instances 

patients were held in hospital until comsidered fit for full duty rather 
than to transfer them to convalescent areas or to reconditioning centers. 


"A standard procedure should be adepted and published to insure 
proper training and uniformity. Patients requiring no further hospital 
treatment should be, at the proper time, transferred to convalescent 
centers or to reconditioning | centers. 


"Convalescent centers should be established av a part ef each large 
fixed hospital. These casos are not ready for reconditioning centers 
and remain under the general supervision of the hospital service where 
primarily treated. These cases are those —n end ghould remain 
on that status until ready for FOMHRRE SAREINE® 


"Reconditioning centers sheuld be tudor combat experienced line 
efficers. There should be sufficient medical personnel om the staff to 
insure proper medical supervision but discipline and ailitary training 
wust be emphasised during this pericd. Reconditioning and combat in- 
doctrination are the objectives of such centers, and this cannot be 
accomplished if these sent to such centers are still convalescing. 


“i. Patients returned to duty by hospitals were frequently unable 
te obtain transpertation back te their mits or replacement centers. 
It ia important that such troops return to their own unite and larger 
units often previded such transpertation for their own. There were 
nip alioageacd ual aig btaon ppm ci pe Haat omar bagel oe 

centers should be given this responsibili ty and the means with 
which to accomplish it. ; 


®{. Evacuation of casualties in the forward areas is one of cur 
terrain, In Italy and Kerthern Tunisia 
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- Continued - Colonel F. A. RBlesse, MC, USA 


patients. Every effort has been made to develop this profect without 
success, It is recommended that a policy be established to provide 
these three types of ambulances for transportation of casualties and 
that devalepment be accelerated by directions from top level. 


"k, Failure te provide the required number of hospital ships 
until late in the laet war caused considerable difficulty. The evacua- 
tion of casualties by ships not remarked and registered az hospital 
ships is dangerous and open to criticism and yet this was frequently 

resorted to, This should be a part of a preparedness program. 


"1. The Rules of the Geneva Convention are not understood and 
sce conatantly misinterpreted. Their application should be studied, 
outlined, and published. Personnel, ecuinwent end supplies were 
transported on British hospital ships but for some time at least, 
could not be moved on our own, This was due to our interpretation 
that this was a violation of the ee. 


» ke Pohl, Golonel, MC 
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TRUE (iT UXTRAOT (Letter, Captain H, D. Templeton, KO, USK 
dated 23 April 1948) 


eeeee"(H) HOSPITALIZATION AND EVACUATION POLICIES WITHIN THE OONBAT 
ZOMR AND EBVACUATION TO THE COMMUNIOATION ZONE AND TO THE 


i ee resins hsiaessatiusceied ataeeelipieape es 


On no o@casion during hostilities in the Pacific in which the Navy 
and Marines played an important role was there a lack of adequate hos- 
pitalimtion in the combat zo). Probably the greatest single factor 
which contributed most to the morale of the wounded man was the realiza- 
tion that he would be evacuated to the communication sone as speedily as 
possible, This evacuation policy may have in some instances rssulted in 
the evacuation of some wounded that might have recovered equally as well 
within the combat sone. It is beliewed, however, that such were rare 
instances, and our hospital ships, hospital ship auxiliaries and personnel 
transports were most effective in reducing the morbidity rate through 
early evacuation and supportive medical and surgical care enrqute. The 
gone of communication was well prepared to take over the care and treat. 
rg of the evacuees and prepare them for si haus evacuation to the sone 
of interior. 


The general policy of evacuating all wounded during the early days 
of an assault was a most excellent one and relieved the field and evacua- 
tion hospitals of a heavy burden. With the successful progress of the 
campaign, it wae feasible to heid battle casualties for a longer period of 
time, and a fai? percentage of such cases were successfully treated and 
returned to combat duties as hespital facilities became better established." 


° ae ae \ 
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RUE COPY EXTRACT (Lotter from Captain ¥. 0. Baty, Jr., (MO), USM 
dated 19 April 1948) 


99900 “The maintenance in ready reserve of an adequate number of Hospital 

Ships that can be put into commission soon after the outbreak of hostilities, 
Hospital ships have no other mission than the care of casualties. They can 
Peceive casualties directly from the beachhead. This eliminates one stage’ 

in the seaward evacuation chain along with the dangerous shock indident to 
repeated casualty handling and the delay in treatment which often recults 

from the uncertainties of destination and reception of the ambulance boats, "#9900 


TRUE COPY EXTRACT (Letter, Brig. Gen. Robert C. McDonald, MC, USA, (Ret.) 
dated 15 April 1948) 


#H#% "(h) Hospitalization and Evacuation Policies within the Combat 
Zone, and evacuation to the Commmications Zone and to the Zone of the 
Interior. 


"(1) Comment and Suggestions: Hospitalization in the Combat Zone 
should be in mobile medical units and should be of short duration, 
Patients requiring over 3 days' hospital caré should be evacuated from 
divisional and corps units to Army units, Those requiring more than 2 
weeks' care should ordinarily be evacuated to Communications Zone hospitals. 
Seriously 111 and wounded patients should be transferred from the Combat 
Zone as soon as transportable, Except in theaters remote from the 2I 


all patients requiring 90 days or more of hospitalization should be 
evacuated to the Zone of the Interior,” #### 
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TRUER COPY BXTRACT FROM AIR BVALUATION BOARD SWPA REPOHT WO. 35. THE BSOICAL 
SUPPORT OF AIR WARFARE I5 THS SOUTH AND SWPA FROK DEC 7, 1941 TO AUGUST 1945. 


ovesereses FE, "Fhe medical care rendered by Air Force Kedical Officers in mit dis- 


- penearies was of high quality throughout the war, Group Ald Stations were not 
used to any great extent because of the limitations placed upon the type of case 


that could be treated in these installations, Portable Surgical Mespitals proved 
to be extremely useful in the care of Air Force troope when they were under the 
eperational contrel of the Air Forces. Hevever, the Air Forces did not have 
administrative control of these mits. All Air Force troops were hospitalised 

in Service of Supply hospitals, ‘This procedure was wisatisfactory to the Air 
Yorses because of the administrative problems which resulted, though the prof- 
essional care rendered was excellent, The Air Forces were unable to obtain in- 
formation on these patients concerning their location, the probable period ef 
hospitalization, their eventual disposition, and the diagnosis and type of treat- 
ment given. As a result efficient forecasts of future replacement requirements 
were not possible. The assignment of hospitals of all categories to the AirForces 
was, therefore, requested but not approved, The designation of certain General 
Hospitals for the reception of AirForce troops did much to relieve some of the 
eafministrative problems confronting the Airforces in the hospitalization of their 
personnel. An Air Force Convalescent Training Program was developed and used in 
eonjunction with the General Hospitals designated for reseption of Air Force 
patients. This program proved to be an efficient method of conserving manpower 
by rapidly reconditioning Air Force patients, Without this program it would have 
been necessary to evacuate many of these patients to the Zone of Intcrior, *eeesees 
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TRUS BXTRACT wPT OF MEDICAL SUPPORT OF THE USAAF IN THE BUZOPEAN YuxaTsR OF 
OPERATIONS. HISTORICAL SOTION - APTAS 


eecesseese B. "Phe hospitalisation of eases in British military and civilian hos- 
pitals, made necessary at first because of the widely dispersed and limited nusber 
ef American hospitals, was discontinued as a general policy when American hospitals 
vecens established withia reach of Bighth Air Force airdrozses. The coordination 
aad eervice given our forces by British iastitutions was on the gverage satisfactory. 
3% was also decided by the Commanding General, BROUSA, that the evacuation of cas- 
walties by air in the Burspean Theater would be the responsibility of the Air Forees. 
Purthermore, and finally, heapitale ef the Services and Ground Forces 
and the United Eingdem were established witheut regard to troop concentratioa or 
the military medieal preblems of the Air Forees vithia the theater. For example, 
at Bortonwood, England, where approximately 20,000 Air Force treops vere stationed , 
only a dispensary was available for medical service. At Prestwick, Seotland, which 
was the serial port of embarkation for patients eareute to the Zone of Intericr, 
the nearest hospital was 50 miles distant. As a result of such peor distribution 
and the limited number of US Aruy hospitals, a Targe part of the hospitalization 
of Eighth Air Force patiente was agcemplished in Royal Air Foree $RAF) and British 
Givilian Emergency Medical Service Neepitals. Many cf these hospi tale wore duf- 
initely substandard scoerdiag te American standards. 


= During the reasinder ef the war in the Barepean Theater of Operations, 
The Surgeon General jealously guarded the right to contro] theater hospitalization, 
&% the same time, however, fhe Alr Surgeon was quite anxious for the Air Forces 
to control its own hospitalisation in the theater. This situation between the 
two effices must be taken inte consideration is cvaluating the various reports of 
theater hospitalization. 


Hospital Facilities for AAY Lag far behind Schedule. Inasmuch as Services 
of Supply was responsible for all hospitalisation in the European Theater of 
Operations, this section is concerned principally with the efficiency of the boe- 
pitalisation service furnished te the Air Forces, and, incidently, to the efforts 
ef the Air Forces te secure control of its hospitalization. That hospital facilities 
end supplies, like other equélly important var measures, should be far behind 
schedule was not unexpected. ‘The reasoms for thie situation, however, were apparent 
ly sot fully appreciated by all the officials involved. Gol. W.S. Woolford, in an 
fmspectica report of 7 May 1943, stated that the development of the hospital program 
fer the American Forces is the United Kingdom was “beset with many difficulties, 
and ig an amazing stery compounded of official British inertia, evasions, inability 
te appreciate or umvillingness to accept the American hospitalization plan, and 
of labor and material shortages." 


Maj. Gen. Ira 6. Baker, Gomnanding General, BRighth Air Foree, complained 
about the unsatisfactory situstion of hospitalisation for the Bighth Air Force 
en 18 February 1943. The ehief difficulty seemed to be the delay in opening Amer 
fean hospitals. He stated that it was necessary to hospitalize approximately 30 
percent of Bighth Air Porce persenne] in British hospitals. Thais was unsatisfactory 
Decause the British hospitals were often understaffed and, hence, not able to give 
the detailed care desirable. Another unsatisfactory situation was the location of 
Ampicen hospitals in areas distant from Air Force stations resulting in long lines 
of evaguation. Three charts were attached to show that American hospitals were 
chiefly loeated in the southern part of BHagland where there were practically ro 
Air Yorce units. ‘here were 5,600 Air Oorps troops in the Burtomwood area and 
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PRUR EXTRACT COPY OF MEDICAL SUPPORT OF THE USAAF IN TH RUROPEAN THAATER OF OPERA- 
TIONS, HISTORICAL SECTION = APTAS, CONTINUED: 


the nearest American hospital was 75 miles by road. Weither vas there a hospital 
functioning in the London area where there were 5,600 Bighth Air Foree troops. It 
was noted that a hospital was proposed for the St. Albans atea north of London; 
however, this site would be 22 miles from Wide Wing and 20 miles from High Wycombe. 
Phat the hogpital situation was uneatisfactery is evitent. But the reasons for this 
unsatisfactory condition, however, were not due to the lack ef efforts on the part 
of the Chief Surgeon, Buropean Theater of Operations. 


Upon receipt of the letter from General Eaker, Brig. Gen. Paul kK. Hawley 
Chief Surgeon, Buropean Thester of Operations, answered with a complete stateuent 
detailing his efforts te secure hospitalization, and pointing out the difficulties 
which he hail encountered. General Havley was of the opinion, after having receiv- 
ed General Kaker's letter, and after a recent conversation with him, that the Com- 
manding General, Highth Air Force, did not have all the facts in the situation. 
This opinion was responsible fer the detailed history of the hospital program 
which was sent to General Baker. 


A part of the difficulty was attributed to the British system of committee 
planning which wae adopted by the theater. It seems that the theater general staff 
abdicated in favor of the London Bolero Committee as soon ac it was formed. The 
conmittee which was responsible for hospitalization was the Provision of Medical 
Sergices Subcommittee, which was a sub-eubcomsittee reporting to the Accommodations 
Subcommittee which, in turn, was responsible to the London Bolero Committee. There- 
fore, the comuittee which was responsible for hospital service was far down in the 
organizational scheme. Then General Howley found, to his surprise, that “none of 
these committees, not even the London BOLERO Committee itself, had the slightest 
' authority to order anything to be done, or anybody to do it". aking cognizance 
ef this situation and the fact that the hospital program Was falling far benind, 
General Hawley began a vigorous campaign to get action. Eventually a visit with 
‘@eneral J.0.H. Lee to see Lord Portal, the Minister of Works and Planning, did get 
Pesul ts. 


General Hawley regretted the "inaccurate picture" of the hospital plan 
as shown by Generel Eaker's enclosed maps. Attention was called te the fact that 
general hospitals served the theater as a whole and that their location was more 
dependent on rail and read commnications and success to ports than on the location 
of troops. Inasmuch as Great Britain included such a small area, practically any 
hospital existing in the country could be used. That four of five of the hospitals 
obtainable were in Southern Command is due te the fact that they were ahsolutely 
all that were awllable, and they were not chosen because ground force troops were 
located here. Az for the station hospitals they had to be built, for no existing 
plants were obtainable, fhese station hospitals were built in the area where the 
Eighth Air Force, with a strength of 17 percent of the theater, was allotted 25 
percent. This was based on the promise that the Kighth Air Force would be suffer- 
ing casualties while the ground forces stationed in Britain would not, 


Although the whole hospital program had been delayed, there was lees 
delay in the hospital construction for the Eighth Air Force than for other units. 
General Hawley put it in this language; “You have 25 percent of your new station 
hospitals; the rest of ETO has exactly none? I know that this is 4 little solace 
when you need all your hospitals, but I hope you do accept it as evidence thet we : 
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TRUE RXTRACT COPY OF MEDICAL SUPPORT OF THE USAAF IM THX EUROPRAN THEATKR OF OPER® 
ATIONS, HISTORICAL SECTION - AFTAS, CONTIRIED: 


have tried harder te get you your hospitals — only because you needed them more -- 
than we have tried in the program as a whole. I% would appear from this corresp- 
endence that the delays in hospital construction could not be attributed to the 
lack of efforts on the part of the Chief Surgeon, European Pheater of Operations. 
Gelonel Woolford, referring to "considerable controversy between the Surgeon, Eighth 
Air Yoree, and the Theater Surgeon® over lack of American hospitals for the Eighth 
Air Force, came to the same conclusion. After a study of the correspondimce rela- 
tive to the hospital program, he was convinced “that the Theater Surgeon was a 
victin of circumstances beyond his control, and is blameless*. 


Hotwithstanding o lack of a full appreciation of the true hospital sit- 
wation, as evidenced by the letter of General Baker, the fact remaing that lines 
ef evacuation to general hospitals were long, and that the progress in coastract- 
ing station hospitals was very slow. The compleint of the Air Forces, then, was 
@ means of initiating action te correct this unfortunate situation. 


® The Air Surgeon, however, continued his efforts to secure the suthority 
for the Air Forces to control hospitalization in the theaters. To provide a just- 
ification for thie cause, The Air Surgeon sent out a detailed questionnaire, in 
March 1944, to the surgeons of all air faces asking specific information on hos- 
pitalisation furnished by Services of Supply. In a letter to Gol. Harry G. Arme- 
trong, Surgeon, Eighth Air Force, fhe Air Surgeon stated: “The pessibdle saving ef 
man-days which would accrue to the AAF if AAP theater hospitalisation were author 
ised, continues to be a matter of great concern to this office. The answers to 
this question in the questionnaire sent out Merch 1944 from this office reveal 
thet an important saving could be effected." 


it appears, however, that by Angust 1944 General Grow se longer agreed 
with the Air Surgeon in his contention that man-days would be saved if AAP theater 
hospitalization were authorized, that is, in the ETO. In a letter to the Air Sum 
geon, which was approved by General Grow, it was stated that “no appreciable sav- 
’ ing of man-days would result in AAF theater hospitalization were established. Ex- 
cellent cooperation in this regard has been secured from 308 hospital units serv 
ing the Eighth Air Perse.* 


On the question of policy concerning hospitalisation, the board con- 
cluded; ‘In view of the long established system ef hospitalization in the Ef 
and contemplated new operations, it is felt that any change in the general prin- 
eiple of hospitalization in the ETO at this time should not be recommended. 


fhese field hospitals seemed to satisfy the peculiar demands of a 
tactical air force. When the fighter groups were operating from fixed bases 
in Britain, where hospitals were plentiful, SOS hospitals could be used; how- 
ever, on the Continent, the tactical air force was either operating from forward 
fighter fields or from behind airfields being constructed in the Army area and 
ahead of Communications Zone installations. Hespitalisation for Air Foree per 
sonnel then would have to be either in the Army hospitals of the forward areas 
or te the rear in Comaunications Zone hospitals. The field hoepital units proved 
to be extremely desirable because they were lomted from the standpoint of the 
air field. The ranid movement of tactical sir force ehements made planned hos- 
pitalization dependent upon it being a function ef the air force, 
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} Evacuation in the United Kingdom, Wounded or sick Air Force personnel 
received initial treatment in Air Force dispensaries, Patients whose condition 
required further treatment were sent by ambulance to SOS station hospitals and 
general hospitals. If patients were hospitalized 30 days or less they were re- 
turned direct to their units; however, if they were hospitalized for a longer 
period than 30 dage they were returned toAir Porce Replacement Centers. 


Bvacuation From the Continent. Battle casualties end sick and non- 
battle injured were moved from advance airdromes in Army areas to evacuation hos- 
pitals after treatment in aviation dispensaries, From Air Force installations in 
the Communications Zone, patients were sent from aviation dispensaries to the 
nearest station or general hospital. Personnel from the field hospitale or plat- 
eons of field hospitals likewise were sent to the nearest station er general hos- 
pital, Seessesese : 


LK, POHR, Colonel, uc 
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EXTRACTS vf ‘atements made by Brig. Gen, Robert ©. MeDonald, MC GA (Hetired) 


21 April 190, before the Subcommittee on Nilitary Medical Resources. 


eveesen, "Hospitalisation and Evacustion Policies within the Combat Zone, and 
evacuation to the Communications Zone and to the Zone of the Interior. Hospital- 
ization in the Combat Zone should be in mobile medical units and should be of 
short duration, 


¥e started inte Australia and into the Southwest Pacific with the idea 
we were going to have to put up lots of prefabricated buildings, and it would have 
been a grand thing if we hed had those ready, but I think that part of the var was 
about over by the time wo did get them over. I didn't go over to the theater very 
mach, but I suspect they weren't ready. 


3 do think we should have prefabricated tuildings ready in time the next 
time, Because they are of very great advantage in the tropics. I think the Havy, 
from reports I received, were ahead of us im that respect. They did have better 
provision for their mobile hospitals, small ones, than the combat area. 


I think that the Division area, for example, up near the front, really 
shoulda’t try to hold patients more than two or three days. In maneuvers and ia 
combat in the first world war, I found that was impracticable if you are getting 
very many wounded and sick, You would have to clear those units because they have 
to be kept modile and back in the Army area im time of active combat two weaks 
would certaialy be s asaximus, or in the case of a badly wounded man who had no 
prospect of returning to the front lines soon, oF a seriously 111 san, return hin 
to the rear aa noon as he wns physically able to stand the trassportation. 


Regerding the policy of evacuating to the Z1, I think thet depeads zo 
mush upon the situation, that ie, the size of the war, the neture of it, the 
etrength of the enemy, the lines of communication, and the distance from the home 
territory, and sm on, its very difficult to determine that. 


I think that we first started out in the world war to go on a 90 day policy, 
and I think some of our patients from India get to San Francisco about the end of 
the 90 days end were ready to turn richt around and go back, ani they did get well, 
and that was too short, of course, 2 tima for a theater like that, 


On the other hand, I believe it was Genernl Hawley's policy in Sngland 
to retain his people six months, THat was before the active combat started, however, 
during the assembly end mobilisation of the force for the attack on Zurope, and 
4% apvarently worked a}] right. It did enable hia to build up hospitalization 
which would be ready for the peak load when it did cose, which 1 think was a very 
fartuneate thing; but somewhere from 90 days to elx months ie probably the sone 
for retaining patients in the communications gone or in the theater of operntione, ##+* 
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TRUE EXTRACT GOPX; (Extract of statements made by Colonel Thomas J. 
Hartford, MC, G5A on 23 April 48 at interview 
with Subcommittee on the Ruployment of Military 
Medical Resources) 


wee Mh, Tam specuking of medical cases, tonsillitis, little 
fevers. It has been known generally that hundreds of thousands 


“hospitalitis" to uajor extents and thereby preventing their return 
to a full<duty stetus inordinetely. 


That's true, but part of that then was lack of interest on the 
part of the medical personnel to retain those cases, They weren't 
interesting, and with our present emphasia on professional mdical 
cere only I think it will be worse next time. I don't think it 
would make any difference how many installations you put out there. 
I atill think the people will find a way beck; but I think this 


eregs 
tH 
ag 
at 
Een 
af 
ag 
ged 
or 
= 
itt 
E : 


s§ 
t 
EY 
ts 
Es 
§ 
! 
E 
F 
y 
-¥ 


sere 4f 
Fage 
HG 
@ aé 
Mas 
aiE 
He 
Hel 
¢ ae 
cote 
Ere 
ved 
nut 
gigse 


insofar as we were concerned, @ bonus, 
became tactical quite frequently w couldn’, 


E 
i 


“~F 

Fi 

ge. 
g 
$ 


LEE 
He 
vet 
fad 
He 
& 
i 
sy 
eke 
ite 
Te 
S89 
Ee 
Fe 


i 
i 


RESTRICTED 52 


corp RESTRICTED, 


went © H, How, whether we could have planes far evacuation 
only, I am not prepared to defend, because it would have to be 
defended upon an absolute wed and the fact thet 4t couldn't be 
worked out any other way, Perhaps if a certain muamber of planes 
eould be set aside for edainistrat supply and evacuaticn, | 
that that could be worked out, tat I it's something that is 
important, and I think there haa to. be scm compromise between the 
people who say, “Well but you have ambulances, there is no reason 
why you shouldn't have you own airplanes," and to people thet sdy 
at has to be strictly on the basis of a bom, 


"Hoapitalization and evacuation policies," Well, I think you 
have to have a hospital evacuation policy if you are going to do 
any planning, even if it has to be changed cecasionally and it 
ean't be foliowad absolutely, In cther words, if you have a l20<day 
evacuation policy and a man wag going to be in the theater for 
twice that long, you want to cend him home, of course you have to 
weit until his condition permits his being treneferred to the sone 
of interiar, ; 


x think that perhaps we should te thinking--end semons may 
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EXTRACT OF STATEMENTS MADE BY CAP", BB, HERING, JB., (KC) USE ON 22 APRIL 1948 
A® INTERVIEW WITH SUBCOMMITTER ON THY EMPLOYMENT OF MILITARY MEDICAL RESOURCES, 


seceesess FH, ®Aanother thing at Saipan in our planning for our hospitalization 
ashore, at the last minute we were assigned a corps medical battalion which had 
never had a day's training. They had never even seen their equipment or set it 
up. And we had one field hospitel from the Army, plus two surgical teams to bask 
wp three divisions. 


At that time I didn’t realize how inadequate that support was, until I 
went to Okinowa and mw the way the Army back up their divisions. J think thay had 
14 field hospitals on Ckinewa backing wp a front of three fighting divisions. Tha‘ 
is a tremendous difference. We didn’t at that time, let me say, realise the anoun’ 
of hespitalisation that was necessary on the target. 


My Givieion hospital had a designated capacity of 500 beds. At one time 
we had 1,543 patients. 


I have mo further comnent, bat I would like te reiterate that I think 
the Army should accept responsibility, and the Navy should actually get out of 
temporary and semipermanent heepitalization for the reason that we do not have 
the personnel, and we never will, with the backgreund to make one of those things 
function well ensugh, *eseeeee 


ZRUE EXTRACT COPY (Ltr Brig. Gen. @.R. Kemebeck, Dental Corps, atd 7 May 48) 


Sesesecen H, Akl maxillo facial injuries which will require leng hospitalisation 
should be evacuated as soon as transportable te the Zone of the Iaterior. No 
treatment other than that of an emergency mature should be given for these cases 
in the combat or communication sones, *eeeseese 
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TRUD EXTRACT COPY OF MEDICAL SUPPORT OF THE USAAF IN THE MEDITERRANKMAN THEAT R 
AISPORICA’, S20 TOR ~ A¥TAS 


Seeseeeee HH, 8Originally no hospitals were attached to the Air Forees in the 
Mediterranean Theater. Hospitalization was the responsibility solely of the 
Ground Forces, For several months after the invasion of North Africa the 
British were responsible for hospitalization in the area of and east of Al- 
giers, and the United States was responsible for hospitalization west of that 
city in the areas of Oran and Casablanca. 


During the first month of the invasion several United States Air Forcea 
unite were established in Tunisia, The nearest American hospitals were in Oran, 
some 800 miles distant, and British hospitals in the Tunisian area were few in 
number and overcrowded and were frequently moved to keep contact with ground forces. 
Moreover, unfamiliar routines and the rather formal atmosphere of British hos~ 
pitals lowered the morale of Ameriean patients, and there was considerable danger 
of their becoming lost to their units in the British evacuation chain. In these 
circumstances great reliance was placed upon evacuation by air from iaprovised 
group dispensaries and holding stations. 


In March 1943 American hospitals became available in the area of . 
Constantine and in Tunisia, relieving to a great extent the eritical situation. 
Some difficulties, however, persisted. The rapidity with which airForce units 
frequently moved from alrdrome to airdrome and the invariably wide dispersal 
of airdromes over long lines of coumunications made adequate hospital coverage 
extremely difficult. Inmany areas hospitals were separated from large airdromes 
by from 35 to 39 miles of almost impansable roads. Moreover, during tne final 
phase of tae Tunisian Campaign brief erises occurred when movements of the Ground 
Forces left the Air Foree units in a shone ates d isolzeted position with reapect 
to hoapitals. 


The occupation of Pantelleria in Jume 1943 presented a problem unen- 
eguntered previously, since no Ground Forces were employed in that mission. In 
Grdef.%6 provide hospitalization on the island the 34th Station Hespital was 
attsehed to the Twelfth Air Force for the three months’ period of occupation by 
4tr Force mits and was placed under the supervision ef the surgeon of a pro- 
visionsl Air Forte organizetion designed to administer the whole island. 


' Dering the campaign in Sicily in duly and August 19423 a large portion 
of the cesualties were evacuated to American hospitals inNorth Africa. American 
hospitals in Sicily were first located in the vicinity of Palermo, while sev 
eral British hospitals were established in Catania. Owing to the difficulties 
experienced with British hospitale, American units etationed in the vicinity ef 
Palermo were employing air evacuation as late as May 1944. 


Phe end of the Sicilian Campaign found several Pighter Groupe and a 
Fighter Wing in the Milarzo area, other Fighter Groups and a Fighter Wing in 
Palermo ani Treop Carrier units in Catania. A platoon of an American field how 
pital was stationed in Milazzo during a part of August. After its departure 
the unite in that area had te evacuate patients weetward along the northern 
coast to an American evacuation hospital near San Stefano. The situation in 
Milagso became increasingly difficult as troops poured into that area in prep- 
aration for the invasion of Italy. 
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TRUS EXTRACT COPY OF MEDICAL SUPPORT OF THE USAAF IN THE MEDITORRANZAN THEATUR 
HISTORICAL SECTION - APTAS, QONTISUED 


Dering the remaindér of the year, as tactical Air Force unite becane 
relatively more stable, many of the difficalties that existed previously disap- 
peared. The elements of the Ne fth Air Force that participated in the in- 
vasion of southern Prance, te be. sure, experienced temporary hardships with 
respect to hospitalisation. Ewacuation hospitals accompanying the rapidly ad- 
vancing troops wnavoidably left Air Force units with ho hospitals nearer than 
40 or 50 miles. However, the arrival of Zixed hoszital inetallations in the 
Year, corrected this unsatisfactory situation, Elsewhere -- in Sardinia, 
Gorsica, and western and southeastern Italy -~ ample hospitalization facilities 
were at all times available to unts of the fwelfth Air Force. For the Fifteenth 
Air Force in eastern Italy hospitalization facilities were excellent -- a cir- 
cunstance attributed in part to the fact that hospitals in that area were attach 
ed to the Air Forces. 


Many of the difficulties in hospitalization experienced by Medical 
Department officers responsible for medical services in the Air Forces were 
attributed to the fact that no hospitals were assigned to the Air Forces in 
the theater. Although assighuent was considered preferable, to attachment, 
it was generally agrecd that the attachuent of several hospitals to the Air 
Forces in eastern italy greatly improved the situation in that area with respeat 
to hospitalisation of Air Force personnel, 


Although the attachment of hospitals to the Air Forces proved to be, 
on the whole, a satisfactory arrangement, there remained probleme that arose 
from the lack of training and experience on the part of hospital medical off- 
ieers in sero-medicine. However, as hospital personnel became conditioned 
to the hospital requirements peculiar to aircrews — a situation that devoloped 
in attached hospitals and in many instances in cther American hospitals in 
areas occupied almost exclusively ty Air Poree treops -- excellent services 


were rendered, **eresees8 
| ah (Colonel, HO 
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EXTRACT OF STATEMENTS MADE BY COLONEL OSCAR S. REEDER, MG, USA, ON 15 APRIL 1948 
AT INTERVIEW WITH SUBCOMMITTEE ON THE EMPLOWMPNT OF MILITARY WEDICAL RFSOURCES, 


entre ®(H) 1, The main factors demanding changes were changes in the tactical 
situation. I do consider it necessary that a goal te establish evacuation 
policids be made knowing for certain that changes will have to be made. I think 
they were toe rapidly followed, that good judgeent vas not always used in selec- 
tion of cases for evacuation and professional decisions were not always good 

for reasons that were not professional. In many instances professional officers . 
did not make the decisions. An evacuation officer made the decisions and he 

aid it by rule of thumb to the great detriment of the Army from the standpoint 
of manpower. I believe Chiefs of Service in the hospital should decide who 
would be evacuated and these décisions should be carefully checked by the 
commanding officer to see that these policies are carried cut. 


*2. Yes. There were too many medical cases evacuated in the forward 
areas. - Increase bed capacity for medical cases. Doctors don't have to be 
specialized but units could be specialized. I believe the basic organization 
of the evacuation hospital as now established is sound because the evacuation 
hospital aga now organized has sufficient personnel to carry on in combat for 
a sustained pericd. In times of stress, however, they do need the addition 
of surgical teams to augment then, 


"3, I believe there are some bad points to it. Very often the rear 
echelon does not feel the pressure up forward or the rear echelon doesn't 
have sufficient transportation to evacuate the casualties. I really believe 
the Army should be allowed to evacuate its own casualties to the rear if it 
has to but should be provided with sufficient transportation to do se. I 
believe the CZ should have the responsibility. I believe the theater com- 
mamder should be cognisant of his responsibilities in this matter. Re ree 
covered cases - yes. There was consideratle lose of manporer by overstaying 
in hespitals end by patients being evacnated further to the rear than neces- 
gary becauce the Medical Department had no piace to put them. A definite 
directive from the highest echelon ef command in regard te these responsi- 
bilities is my recommendation. The key otstacle of removal of casualties 
to ZI was lack of transportation both in number and time of arrival. There 
was no even flow of transportation towards the theater to remove casualties. 
A more efficient system could be developed by having staff control of has- 
pital ships or staff representation with the Transportation Corps te notify 
the theater surgeon in advance of the arrival of personnel ships giving the 
casualty carrying capacities of each ship and by having representation in 
the highest echelon of the Air Force to be agsured that maxim use conld 
be made of planes returning from the theaters of operation. The Surgeon 
Generals should be eognizant of their responsibilities in evacuation theaters 
of casualties and should have the propsr staff machinery set up to discharge 
then. 


© TX, Pohl, Colonel, MC 
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EXTRACT OF STATEMENTS MADE BY COLONEL OSCAR S. REEDER, MC, USA, ON 15 APRIL 1948 
AT INTERVIEW WITH SUBCOMMITTEE ges i ree ya OF MILITARY MEDICAL RESOURCES. 
. Continued 


“I think the hospital ships should be under the staff control of the 
Surgeon General. The same with the air evacuation system. This plan ap- 
plies particularly now in view of the large casualty carrying capacity of 
the new planes. 


"6. The only solution I see to this problem is to have sufficient 
heoapital beds in the proper areas to obviate the necessity for passing 
them from one hospital to another. I believe the solution to this practice 
could be sclved by grouping sufficient hospitals of certain types in the 
forward areas to preclude the necessity of transferring them on back, re- 
ferring particularly to convalescent installations. I believe observation 
is more applicable to the commmication sone, but should be attempted only 
if there is an adequate grouping of hospitals. 


: *7. I think the main factors interfering in the control of evacuation 
was lack of facilities, such as trains, planes. Staff interference cane 

in in the matter of priorities of movement. The lack of communication 

plays a very important part, in the operation of the air evacuation scheme, 

particularly. No great difficulty was experienced in the movement of trains 

er ambulances. 


®S. Ko. Gl replacement pools would have a tendency to waste manpower 
in view of the necessity for transfer of all patients leaving hospitals 
threugh the replacement depot system. 


*9, I believe convalescent hospitals are abselutely essential in both 
the combat sone and commmication sone. I believe the bhspitals in the 
communication sone should have convalescent sections. It is more economical 
to attach te hespitais themselves. Re 1,000 bed - yes. I believe it will ."##se+ 


aiaen §T do not believe that the Fngineering Corps fulfilled its responsibilities 
im regard to the construction and maintenance of medical facilities during 
the war. In the first place, they were not cognizant of their responsibilities. 
In the second place, they did not have the necessary equipment te take care of 
the heapitals. I would say that I do believe that there should be a separate 
ee ee ee ee ee ee 
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TRUE COPY EXTRACT (Letter, Colonel arthur B. Welsh, MC, USA 
dated 19 April 1948) 


sante "h, These were command decisions. Consideration in World 
War II should have been given to a sixty day oversea evacuation policy 
te the sone of intericr, utilizing air evacuation to the maximum and 
employing fewer fixed hospitals within the commmicatien semes. There 
were many contingeneles that had to be considered in establishing an 
evacuation policy fer the combat sone. In general an army couldn't 


lan 
duration. This was not always possible. The evacuation policy was 
principally an aid in planning. The means one had determined what 
one could do and fersed the policy. In brief the evacuation policy 
was only a pre-determined course of action to be teken during an 
operation in regard te casualty evacuation and hespitalisation,* s#nee 
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TRUE COPY EXTRACT (Letter Richard T. Arnest, MC, USA, (Ret.) 
dated 19 April vont Yan) 


wae "In the army area a two week policy or longer should be estab- 
lished for return to duty casualties. For this purpose large evacuation 
hospitals and convalescent hospitals should be utilised. Casualties — 
requiring e period greater than one month for recovery should be sent 
to fixed hospitals in the Commmication Zone, A 90 to 180 day policy 
for evacuation from the Cosmmication Zone to the Zone of the Interior 
should be established depending on the facilities for evacuation and 
holding facilities in the Commmication Zone. It must always be borne 
in mind that the lenger the holding policy the greater will be the bed 
requirement in the theater. Air evacuation should be utilised to the 
maximum and definitely planned for. Ambulance convoy and hospital 
trains will be used when practical. In the Commmication Zone exist- 
ing buildings should always be utilized for hospital purposes when 
available; semi-permanent construction, second, and tent hospitals 
as @ last result." ##nee 
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PRUE COPY zayRace (Letter Colonel Robert E. Peyton, MC, USA 
ton 19 april 1948) 


oudeTn, the Bucopean Theater whare I served, the Aray provited 

fixed hospitalisation for the Air Force. As I see it, under the 
eonditions which existed separate hospitalisation for the Army and 
fer the Air Force could have been to the advantage of neither. The 
Bavy aid ocoupy for a while a large hospital plant at Southampton, 
The plant was procured originally by the Army and it was understood 
that the facilities were for joint use. This could be regarded as 
helpful assistance rather than as duplication, There is no doubt 
that the presence of Army, Navy, and Air Ferce persommel in a 
hospital ef another armed service increases administrative diffie 
culties, if we are to cress-hospitalise in any large number it 
will require répresentatives from the respective forces for aduine 
istrative and disciplinary control of their own personnel, ##ee* 
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wunu"(h) Probably the greatest advance in the transparting ef casuals 
to the rear fron canbat areas was their evacuation by means of air craft, 
This was found by trial to be feasible and expedient, saving many lives 
and vastly raising morale, This service should be amlified and de- 
finitely vurovided for in all ative combat areas, The seneral measures 
adopted and found of proved efficiency as employed in World War II should 
be scrutinised and improved along the general linea of existing policy, 
It is mandatory that as many casuals be cleared out of front areas as . 
rapidly as possible and the combination of first line care, evacuation 

to “back areas" and thence to sones cf the interior in order to afford 
settee medical care and at the sane time relieve active comvatante of their pre- 
sence, With attendant logistic protless, etc., appears,” iti 
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TRUE COPY EXTRACT (Letter, Captain F. R. Urban (wc) Use 
dated 28 April 1948) 


event "-h) Hospitalisation and evacuation policies within the 
combat sone, and evacuation to the commmication zone and to the 
zone of the interior. 


"(1) In the Army in certain instances many base and general 
hospitals were placed in peer locations with reference to lines of 
‘ecumunication,” ##e# ee 
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"U8 COPY EXTRACT (Letter, Cavtain Exuett D, Hightower (NC), U, 5. Havy 
sages dated 21 April 1943) 


a<c# "(h) It would seom logical to continue the policy adopted in 
the last war of evacuating from the combat gone, ali casualties which 
obviously would not be restored to full duty within 30 to 60 days. 
Further screening in the commnication zone would determine the policy 
ef svacuation to the zone of the interior,” sti» 
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EXTRACT COPY OF P°RTINVRT MATFRIAL CONTAINED IW AIR FORCE MEDICAL DEP. 
HISTORICAL RECORDS OF WORLD WAR II. (Ltr. tos Whomewer it May Concern dtd 
6 Feb. 1943 unsigned (submitted by Col. Robinson, but probably prepared by 
Maj, Rergerman) 


sene® “Revision of the T/BA and Controlled Items making provisions 


for perteble I Ray equipment, microscope, and laboratory equipment in order 
that more definitive care can be given to combat crews, making the units, 


more or less, independent rather than dependent on a mythical chain of 


evacuation." aints Z 
 K. Pohl, Colonel, RC 
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EXTRACT OF 


eset "(H) 1, An evacuation policy properly belongs in a medical plan 

for any operation, In the type of operation we experienced in the Pacific, 
an immediate evacuaticn policy was of necessity the only ome which could 
be adopted, The planning virtually contained a provision that the policy 
would be increased when it could. That was the only type of policy that 
we could set up and therefore I can't answer the question, 


"We maintained the immediate evacuation policy as planned and we 
extended the policy as soon as we possibly could, The main factors that 
demanded change, of course, were enemy actions which necessitated the 
supporting shipe to leave the area momentarily, typhoons,:and other 
unforeseen things which seemed to always come up during an operation, 


"(H) 2, I think it's true of any case that entirely too many 
cpurely medical cases and entirely too many minor surgical Cases are 
evacuated out of forward areas, There is only one way you can possibly 
stop this and that's to have additional facilities so that you can hold 
these people in the forward areas, Until those facilities are avail- 
able, the surgeon and the personne] officer for the commander must 
mutually decide or present to the commander for decision whether he wante - 
to sacrifice potential replacements in the form of sick md slightly 
wounded, ar how he wants to handle the replacement problem Wore hospitals 
up front would very ddfinitely correct this error, If vou have enough 
hospitals you don't have to send anybody cut, ; 


"Standards of medical service in any combat area depend upon the 
facilities at hand. If the commander insists on higher standards he 
will get better medical service, If he insists he dvesn't need as much 
medical service as the surgecn recomsends, the commander must under 
stand that the responsibility is his, 


“As for specializing hospitals, I personally prefer not to speciale 
ize them in the combat areas. An cvacuation hospital is a specialised 
hospital surgically speaking, because it is designed for combat. Fron 
my knowledge of the evacuation hospital, having never seen one eperate, 

i would say evacuation hospitals could be modified for medical cases 
by merely relieving surgeong-—-operating surgems, I mean, temporarily 
and replacing them with medical-type personnel, 


"I fecl very strongly that we showld keep our personnel flexible 
to modify our hospital needs dependent upon the local situation,’ We 
" gan very well have different noeds behind a wit as small even as a 
corps, in which case one hospital today may be full of surgical cases 
and need all the surgical help it can get, and another hospital may ve 
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EXTRACT OF STATEMENTS MADE BYs 


Colonel Frederic B. Westervelt, WO, U. Sh. on 22 Apnea Agh6 at tn at interview 
with Subcomzittee on the Employment of Wilitary 


"It would certainly be a shame if they were specialised to a 
poimt where we couldn't move the personnel. 


“As far as key personnel is concerned, I think I have kind of 
touched on that. I think in line with our current thinking, which 
is based upon axperience of a great many people, a hospital itself 
can consist of materiel and administration to keep it going, and then 
it can be staffed as the situation indicates within, of course, reason 
able limits, And I feel just as in calling doctors to service dur~ 
ing the mobilization, we shouldn't call the doctors until they are 
needed, I don't think we need to keep key personnel in a hospital 
that is inactive or relatively inactive, I think we should find som 
way to keep our personnel where they can be doing the type of work 
they are best qualified to do, 


“The few cellular teams I saw, I have no cbjectim to what~ 
soever, I think they are fine things and I wish eee ners © oe 
Ore, 


"(H) 3. Our teaching of placing responsibility for evacuation 
on the next rearward echelon in my opinion is entirely sound, I 
don't see haw the forward echelon can be expected to de any more than 
indicate any additional need for help in this connection, I feel, 
just as in supply, the responsibility diould be for the rearward 
and presumably less immediately occupied echelon to keep the forward 
echelons cleared out from a morale standpoint and to keep them ag 
mobile as pcrssible, 


"The engineers are so much interested in this responsibility 
from the rear that they are making a study right now as to whether 
they can adopt something like that in the engineers and how to handle 
their repair jobs, 


"I would like to answer the question by stating from a practi~ 
cal: standpoint, since we usually have to retirn the patients, let's 
be given the responsibility far doing it and then the necessary meang 
with which to discharge that responsibility, | 


*T will make ths saac remark that I did about air evacuation, 
I don't think the medical department should actually operate, but 
I do think the medical department should contéol the hospital i snipe, 
hospital planes; any evacuation vehicle should be under the control 
of the surgeon general's regulating cea and certainly is more 


than ever feasible with large P. pne 
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EXTRACT GF STATOMENTS MADE Ws 
Colonel tredoric %, weatervelt, MC, U.sS.A. on 22 April 19):5 at intervier 
with Sudco.m pe@ cn the suploym ef itilites:, Nedical Aesources 


weet (H) 8. In any wmit in which I had any contre], policies were 
evufficiently zeneral so that the local unit commander could take ade 
vantage of his am initiative and lmowledge within reasonable limits, 
We tried never to hanstaing either an administrative or professional 
individual, I belicve that if you did hamstring people to that ox 

tent that you certainly would create a waste of manpower as far as 
salvage of groupe of certain cases were concerned, 


"(H) 10. I do not favor a separate evacuation and treatmm@mt chain 
of facilities for NP cases forwry practical reasons, I cm see scons 
of the arguuents that are presented from the morale standpoint, but it's 
just in my cpinion entirely too involved to segregate these people all 
the way along the line into a little private evacuation system cof your 
own, 


"T do recognise the value of concentrating them as far forward 
as possible, and the schese of trying to held them within the division 
areas certainly salvages a great many of thoye people, but that ien't 
& separate evacuation system, 


(H) 11. If you are lucky enough to be able to keep minor cases 
in forward medical wnite until their recovery, you certainly should 
keep tham busy. 


"(H) 12, My answer to 12 ist yes, sirs it's more theoretical and 
Personal knowledge, but I certainly do think you have to have ecntinnous 
contact, and the rear echelon being responsible for the evacuation care 
tainly should have a representative in the forward echelon so your cone 
tact can be immediate and continous, "Het 
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TRUE COPY BXTRACT oF INTRAVIEY WITH COLORML VIRGIL CORNELL, MO USA, 30 APRIL 1948, — 


eevessocs 1, “Hospitalisation and evacuation policies within the combat sone, and 
-, g@waguation to the communications sone and te the ZI, - The need is recognised 
for a basic policy which will retain sick and wounded as far forward as possible | 
combined with rapid evacuation of patients of over 90-120 day class te the ZI. 
I am sure you have discussed that before, 


Convalescent hospitals were excellent ar used late in the last war 
with active rehabilitation. Maintain the patients. unit ideatity for morale. 
Rapid returm from 02 hospitals to Army convalescent hospitals. if there is any 
doubt, let the decision be made inthe Army ‘sane; that is, at the convalessent 
hospital, 


oo 


Avoid running these aen through replacement pools whers they lose uniS 


ideutity, and it also saves tine, #esereeess 
Pe EK. a oe 
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TRUS COPY BEXTPACT OF INTXRVIEY WITH BZAR ADMIRAL MORTON DE WILLCUTTS (MC) USE 
4 May 194s, 


Peveosne i, “shat is your idea of the nethods of hospitalization and evacuation 
policies within the combat cone and evacuation to the coumunication zone and to 
the eone of interior? 


REAR ADMIRAL WILLCUTTS;: Evacuation in Okinewa was csrried out lergely 
by service hospital ships and by the air service. It Was excellent. The patients 
were evacuated promptly back to base hospitals where they were ecreoned; and then, 
depending upon the planning of the next engagenent, the next project, dates were — 
set up accordingly so that sick boys of 120 days would be evacuste) back, or 90 
days, or 60 days. 


On Okinowa I saw any nusber of boys go abeagd our hospital ships and by 
the time they got back to Guam they left the ship on their own and in pretty good 
condition. They were exhausted, mental casualties at Okinowa, and four days iater 
they were recovered, 


It seemed odd that because of the so-called Geneva Convention they had 
to be put in a bospital and preeessed, which took a leng time and perhaps many men 
hours and such manpower was lost. These boys, many of then, wanted to go back, buat 
because of the Geneva Convention rules they were taken ashore and the hospital ship 


came up eapty. 


Again, the next war will be tots] war; and I feel that we can save, and 
should save, everything that we can to step un efficienty. I think that should be 
Considered, I see no reason why a hospital ship shouldn't transport convalescent x 
patients that will be discharged at the war beach as well as a thoueand miles back. 


I might stress ene point. In the Services we have, of course, what you 
might term total medicine -- preventive, enrative, and so on. Amd there is a great 
less of man hours when we mzke an error in eereening who Sivpuld come back. Weeks, ~~ 
and months are lest. That certainly should ba given very careful study -~ what you 
are going to do with these boys that can be utilized other than in combat, 


REAR ADMIRAL ANDERSON: There is one difficulty in handling large nounbders 
of Casualties that probably contributes to the thing, and that ise the lack of face 
ilities to take care of such large numbers speedily. You have got to make room fer 
additional casualties. That happened in the Pacifie at Okinowa, and the same thing 
was true of Guam. The hospitals were full, and ve had to do something about it. 
And undoubtedly we sent back many that should have been retalnad, *99ssee0 
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TRUR COPY EXTRACT (from addrese of Major General Albert V. Kenner, MC, USA, 
13 May 1948) 


MAJOR GENERAL KWIWER: *%2028"Phe next question has to do with hospitali- 
gation and evacugtion policies within the combat sone, and evacuation to the 
the communication sone and to the sone of the interior. That is dependent 
upon the situation at the theatre of cperations and some other factors. 


One remark I woald like to maké is that I believe that the commmica- 
tion sone should support the armies closer than they 414 in the last war. 
The communication sone should be accorded, in some situations, the privilege 
of going inte an army area. Most army commanders don't vant the 308 in any 
part of their army area. It is a combat area that they want to reserve for 
themselves, for obvious purposes. However, in certain situations, particular- 
ly in a fast moving situation, I believe the medical lead on armies could 
de materially reduced by permitting the communication sone elements to 
establish themselves within an arsy area. 


We ran inte, several times, notably in General Patton's Third dAray, 
when they had a front of some 400 miles and a depth that was almost as 
mach. And where evacuation hospitals had been established they 414 what 
in effect the general hospitals did. Thay were doing all the work of 
general hospitals and were tied up. In those instances I believe it would 
have been to. the advantage of the army to have peraitted a communication 
sone outfit to have deen established in the army area, Seeeee 


een 


L, K, Pohl, Colonel, 
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Dl 4. Hospitalisation and evacuation policies within the sone of the interior 
with special reference to construction, distribution, and staffing of 
military hospitals, 


i. BISQUSslON 


1. The Fecommendations as to size, favor an average of 750 te 
1000 ved normal operating capacity for General Hospital type installations, 
It was felt their size should not exceed 1500 bed capacity, although some 
did favor extreme capacities of 2000 te 2500 beds. 


2, Lack of modern architectural design, delay in and lack of suite 
able type construction with unnecessary rigidity in detaile of euch constr 
ustion in spite of an on-the-epet medical recomeendation for minor changes 
to improve adaptation for use, are nentioned, 


3. Gritieism of logatione with opinions fer and against location 
in more congested population centers, report of insufficient nusbers of 
special treatment centers in all parte of the country, belief that patients 
should and should not by particular effort be hospitalised near their home, 
and opinion for and against special treatment centers are expressed, : 


- &, Mention is made of poor distribution of patients so as te 
overerowd some installations with nearby hospitals not utilised to even 
reasonably full eapacity; aleo to lack of thought for feasible joint ataff- 
ing and free joint use of facilities by all agencies of the Arned Forces. 
In the latter regard, the need for uniformity of records, hospitalisation 
and evacuation policies, uniform construction and ooordinated staffing is 
atressed, — of General Hospitals was reported frequently. 


& The Lack of professional oppertunity for Medical Officers 
asetgned to amall diepensary and station type hospitals is considered ly 
some an very detrimental to aecomplishing ebvicusiy desirable retation of 
field and hospital assignnents. 


@. Inadequacy of dedarkation medical centers with need for ine 
proved evacuation therefrom to preper General er to receive fall final 
treatment is speken of, 


| 7. Convalescent hospitals dpaaten in wsenanien with large — 
General type hespitale are favored by some and ethers emphasise the need 
for sach to be lecated in faveradle climatic areas,to be asceasible ey 
aity recreational features. 


8 Adjaceney to adequate air landing stripe with adequate rail 
faoilitios and nomdesirability in many respects ef utilising modified 
hotels ete are ether features considersd, — 


- B Opinions vary as te hospital eentrel tut conseneus seems 
to be for technical operation through the medical echelon with allitary 
command veeted in the Army ares or Force sonzand ne 
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10, A Peasonable utilisation of the physically handicapped 
provided they are mentally capable and of technical value is faversd 
for ZI installations. Full utilisation of female components with in- 
creased WAC assignments to hospitals is favored. 


ll, It was felt that excessive niceties and prelenned hespital- 
ization as practiced, even though able to do partial duty, contri buted 
toward nonedesire to return to duty status by pablents and was a source 
of loss of potential national manpower. 


12. Gare of dependents is considered most desirable from morale 
end educational viewpoints if facilities and personnel are adequate, 


13. Planning for location of ZI hospitals in event of another 
Hational Emergency was considered a must and nompolitieal considerations 
with thought toward maximum additional use for civilian populations in 
event of catastrophes are believed most urgent. 


14, Gomplete Medical control of General Hospitele as separate 
posts is almost universally advocated. nine comand is considered a proper 
statién hospital level policy. 


15. Reporting and control of patient census procedures were ve- 
lieved deficient in many respects with prolonged unnecessary hospitalisation 
and unnecessary bed occupancy resulting from personnel management break- 
down. It was accepted almost universally that disposition of patients to 
wnits should be ea hoepital function and the wherewithal to do so be pro- 
vided, 


Ti, QOBCLUSIONS 
1. Military hospital planning for a possible World War III sheuld 


‘penefit immeasurably from the experiences of World War II. 


2. Modern architectural design with uniform construction, practical 
sise of installations, proper planning for location practicularly in regard 
te accessibility to an adequate Air Field, and consideration of joint utile 
isation of expanded adequate existing structures with and for possible adde 
itional civilian use, are considered essential. 


3 In the event of War in the United States strategical concepts 
should be provided to allow adequate Medical planning for required hospital- 
ization. When and if such occurs, joint military and civilian hospitalisation 
policies will need to be established and ready for maximum coordination and 
direction of effort. It is believed that in such event Haticnal centrol of 
most hospitalisation by the National Military Eatablishment will emeue and 
planning for such contingency should be done now. 


- %, In the event of war in Poreign Theaters of Operation, the Zone 
of Interior hospitalisation should be exploited to the maximum utilising 

air evacuation, adequate and properly located debarkation centers and fullest 
adaptation of returning cargo planes or. special medical planes to harge pay 
loade of patients, Staffing of General Hospitals, plus their operation 

and control in event of a World War III should be initiated on the basis that 


the distinction between the military and civilian United States scitisen 
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will probably no longer obtain to the former degrees, in modern total war 
if 1% comes to eur shores. ; 


& The designation of numbered Armed Force Hospitals fer all 
such present and future institutione with nermal eapaeity of 1000 or over 
is believed indicated, All such installations should be capable of pree 
viding the complete and varied special treatsent presently carried eut 
by Army General and Navel hogpitals. In addition, these hospitals night 
well be earmarked and channelized individually for maximum emphasis te 
eontinue the apecial treatment center idea initiated during World War It 
4f deemed necessary. Thus an ineteallation's designation might well be: 
Armed Forses Hospital No. 1, 3, 3, 4, ete. with eperationsal centrol cen- 
tinuing in the vast majority of inetanees with the parent Fores; 6. ¢. 
Armed Force Hospital Wo. 1, Bethesda, Kd., Navy. "Special Genter for freat- 
ment of Malignant Diseases", Another ¢xempls might well be; Armed Forces 
Hospitel No. 2, Hot Springs, Arkansas, Army, "Special Canter for Physical 
Medicine". 


6. o supplement numbered Armed Force hospitals, that medical 
care to be rendered within a somewhat flexible bat general 90 day evacu 
ation policy, should be previded each Major Forse, fe aehieve this the 
designation might.well be Armed Force Regional or Station Hespitals and 
continuing with number designations to be utilised, regional fer those 
dustallations ranging from 200 bed normal capacity te 1000 bede end station 
for hospitals below 200 normal in capasity. In thie manner regional or 
aren Goverage would be previded with the Force of major troeep concentration 
providing Medical operational eenatrel. 


tT. Ry the above designations, the psychological aeneepts and ad- 
vantages toward unified and coordinated effort but without actual merger 
ave Very apparent. The same number would not be utilised for designating 
an Agmed Force Hospital and aleo an Armed Force Regional Hospital er an 
Avmed Force Station Hospital. Assignment of blocks of mumbors would aliew 
for and provide ready identification ac to lecation, sise, ete. The terns 

and Station might well be drepped in usage for designation because 
of the implication that good medical care is obtainable only in Gemeral and 

Baval Hospitals, 


8 Gontinuing the Armed Force aunber designation of War-Tine Hoe . 
pitals, fixed and mobile, within assigaed number blocks would ge far toward 
simplifieation of designation and allow for appropriate identification. 


31%. ARLOMDARIONS 


1. That a study be made to investigate the feseidilitg of changing 
designation ef Armed Fores Bocpitel as prasti¢ed in World War II. That a 
_-s«s Pmerical designation with stasdardixed Policy for type and loeation, is 


2 Initiating medical military heepitalisation planning on National 
military Defense level, required to coordinate military and4 elvilian defense 
in the event of total war iavolying the United States, 


Bs senior 


RESTRICTED 543 


RESTRICTED 


3, Previde for military medieal Armed Forces (army~Navy-Air) 
hespitel planning in conjunction with Joint Chiefs of Staff War Plana 
and Strategical Concepts. ; 

4, Joint Armed Foreee planning be instituted for standardisation 
ef common fixed and mobile hospital unit requirements, 


&, That full investigation be sade of the prastieabdility of Joist 
Staffing of Selected Hespitals. 
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TRUE COPY EXTRACT (Letter, Rear Admiral C. L. Andrus, (#C) USN 
dated 27 April 1948) 


anne °(4) Hospitalisation within the sone of the interior 
many problems, some of which are not necessarily to the advantage of 
individual or to the services. For example, it is not always best for 
all concerned to have a patient taken to the hospital nearest his hone 
at the first opportunity. Patients requiring special forms of treataet 


and screening of patients upon arrival in the United States. Transfer 
should then be made to the indicated hospital (Amputation Center, 
Tuberculous Hospital, General Hospital, etc.). 


"For the best administration and medical care 4t is believed that 
in general, — should be limited in size te 2000-2500 beds 
capacity. 


"In general, hospitals should not be lecated in congested arenas. 
They should be on main lines of rail transportation and should be in 


reasonable proximity to cities and towns large eneugh to provide proper 
recreation for both patients and steff. 


"For the most part war time hospitals should be of temporary con- 
struction designed to render the best of medical care for the duration 
of the war but not to be continued in operation after the war is over 
and demobilisstion is completed. Their cost is a part of the cost of 
war. The acquisition of hctels and other civilian installations are 
often costly and conversion changes are seldom as satisfactory as ere 
temporary hospitals built for the purpose. So-called convalescent hos- 
pitals are a disappointment unless properly located in reference to ae= 
cessibility and liberty outlets for ambulatory patients, 


"Military hospitals should be staffed by military persennel with | 
heads of départments carefully selected to meet the requirenents of 


specialty services and special centers as mentioned in (c) above, The 
equivalent of ‘Waves' and ‘Wacs’ can be utilised to advantage in military | 


hospitals," ses 


Le Ke L@ Colonel, MC 
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FRUR COPY BXTRAOT (Letter from Colonel Robert K. Simpson, USA (Ret.) 
dated 1 Nay 1948) 


eeeee *(4) Hospitalization and evacuation policies within the sone of the 
interior with special reference to construction, distribution and staffing. 
of military hospitals. ‘This has been mentioned under sub par(f), More 
attention should have been paid to temporary hospital design and construs- 
tion during World War II. As to distribution of hospitals, (general 
hospitals) there is no comment other than to the effect that a specialised 
general hospital could and should serve all branchSs of the Armed Forces. 
For example, an orthopedic center for Army, Navy and Air Force, Payohiatrie 
Genter, Tuberculous Center, etc, There appears to have been some unneces- 
sary duplication in thie respect. Such specialised hospitals should be 
staffed by the better trained and more talented personnel of course. Bvery 
effort should be made to fit "square pegs in square holes". There certsia- 
ly were far too many instances of mal—-aseignment in the theatres and in the 
sone of the interior of World War II, and such mal-assignments contributed 
@ great deal toward lowered morale and discontent. There should be some 
-system of rotating junior medical officers from duty with troops to . 
hospital assignments and vice verea. Month after month of ns medical 
activity other than attending sick call and inspecting latrines and nesses 
promotes stagnation and is an almost universal complaint sade by junior 
officers I have come in contact with, "9988 


L. K. ZA Colonel, §O 
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TRUE COPY EXTRACT (Letter, Colonel Arthur B. Welsh, MC, UEA 
dated 19 April 1948) 


enant §4, Dispensary beds for short term cases staffed by uit medical 
personne] could have profitably been used in the sone of interier to a great- 
gprs eggs ag. a dle papa Ne pagina Pree teed 
small, carefully staffed station hespitals. This would have materially re- 
duced the total number of station — SS ee 
and would have saved personnel. 


"Hospitalization wasn't on an area basis in the sone of interior. It 
should heave been such like it was done overseas. 


*Persormel of the armed services were not admitted to hospitals regard- 
less of, comand jurisdiction. It should have been so directed for the sone 
of interior as it was overseas. 


"Insufficient thought was given to permanency lecation and post-war 
use when buflding hospitals--a long range plan, even though we had the Ped- 
eral Board of Hospitalisation, was not apparent. Teo few beds were previded 
te serve population area densities. 


"Insufficient thought was given: te expansion capabilities when construct- 
ing hospitals, particularly in critical areas. 


"Underground hospital structures were never planned. Fortunately: ste 
didn't need them for World War II since we won the atomic race. Had we 
oe ee ee ee 
in the wrong place! 


"Agreement anong services wasn't reached on hospital design. It appears 
that the Army Engineers were permitted to ru rampant. Hespitals should 
have been built fifty years ahead in design rather than back twenty, as was 
dene in World War II. Teo few hospital architects were employed. The Navy 
with their Seabees did a better hospital construction jeb overseas, They 
had better plans end more talent. The Army could have learned a lesson from 
the Navy component system in cversea hospitel construction. — 


"Thought wasn't given te joint staffing and joint use of facilities, 
The fact that each service had to have medical eutencay within its own struc- 
ture apparently prohibited this desirable feature. Naturally each service 
has to contre] its own medical means. Even so we could have had more joint. 
medical operations and joint service. The planners failed. 


*Prefesaiconal consultants could not cut acvoss command channels ani 
serve the Army, Navy and Air. One group could have dome the job," ##### 


ke 


L. &. Pohl, Colonel, MC 
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THUS COPY MXTRAGT (Letter from Rear Admiral A, H, Dearing (no), USE 
dated 26 April 1948) 


eeoeen(4) Hospitalisation and evacuation policies within the sone of the 
interior with special reference to construction, distribution, and staff 
ing of military hospitals. 


In the early years of the war there appeared to be no firm policy 
regarding the transfer of patients between hospitals within the United 
States. later a policy was enunciated of transferrng patients, who were 
able, to a hospital near their home. This was desirable from the stand- 
point of morale of the patient and his dependents but, in many cases, there 
were no specialized hospitals for the treatment of certain injuries or 
diseases that were near the patient's home. As a result patients who were 
sent to these special hospitals were extremely unhappy because others who 
were injured with them left the debarkation hospitals to go to their home 
while they, themselves, vere transferred to some remote point. It is 
svggcested that in case of future war such special hospitals be designated 
throughout the sountry to eliminate thie difficulty. At the Port of 
Embarkation in San Francises, the large hospital at Oakland was foreed te 
act both as a receiving hospital and a general hospital witil early ina 
1945. I believe that the same situation held at Seattle and San Diego. 

If possible, future planning should envision the utilisation of buildings 
or the erection of temporary buildings other than the established hospitals 
at the Port of Debarkation for the receiving, classification and further 
trensfer of all sick and wounded received from overseas, 


Although, there is always pressure from the recognised specialists 
to have a special hospital established for certain injuries and diseases 
such as; orthopedics, neure-surgery, plastic surgery, neuro-psychiatric, 
psychiatry, etc. I believe that the policy held to by the Navy of 
designating each hospital as a general hospital for the. care of all 
diseases but, with certain hospitals having emphasis placed on certain 
conditions, was vise, This policy should ee athered to in the paecan sogeee 
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CT (Letter, Dr. A. R. Shands, Jr. dated 20 April 1948) 


wine “The hospitalisation and evacuation policies in the ZI at 
times showed rather poor planning for the distribution of patients, 
ag many of the hospitals were overcrowded while others had few patients . 


with too much personne] ,” *###t# 
Le Ke ae Colonel, MC 


TRUE COPY EXTRACT (Letter, Brig. Gen. Robert C. McDonald, MC, USA, (Ret.) 
dated 15 April 1948) 


event &(4) Hospitalization and Fwacuation Policies within the 2I with 
special reference to construction, distribution, and staffing of 
military hospitals, 


"(1) Comment and Suggestions: Construction of station and area 
(regional) hospitals will be recuired to serve ZI posts, camps, and stations. 
Construction of general hospitals should be kept to minimum through use of 
existing Federal hospitals, and existing buildings, such as resort and other 
hotels, and public buildings. The distribution of station and regional 
hospitals is governed by the location of troops which they serve. General 
hospitals should be located in accessible areas, gencrally near population 
centers, so the wounded may be hospitalized near their homes, Convales- 
cent hospitals should be established in resort areas where climatic condi- 
tions favor recovery. The staffing of hospitals, particularly with 
specialists, will always present a difficult problem. Each hospital should 
be staffed so ag to be able to carry out its mission. Regional hospitals 
and large station hospitals should be staffed for definitive general 
medical and surgical treatment. In sddition, general hospitals should be 
staffed to care for specialized cases. The designation of certain general 
hospitals ae special centers will conserve specialists, The location of 
general hospitals near large population centers will enable them to have 
specialists and consultants from civil life assist in special work.” ®t! 


(GAA. 


L. Ke. P 
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TRUE COPY EXTRACT (Letter, Colonel F. A. Blesse, MC, USA, dated 19 April 1948) 


"a. Duplication of hospital facilities is frequently heard mentioned 
as an example of the need for unification. Joint hospitalization should be 
possible and was actually accomplished in everseas areas where separate hos- 
pitals could not be provided. The difference in medical records caused 
some difficulty and required the assignment of Navy personnel to Arny hos- 
pitals. It is believed that medical records should be standardized so as 
te provide one type of forms and requirements common to all. 


"b, The staffing of such hospitals should be in accordance vith a 
Girective indicating primary interest. Certain hospitals would be predomi- 
nantly Havy, Aray or Air Corps and tables of allowances of personnel would 
have to be based on this factor. The service with major interest should | 
legically command and furnish the large portion of the personnel, 


%e, Hospitalization and evacuation policies within the sone of the 
interior, particularly construction standards or scale of acecmodations and 
ataffing of military hospitals, should be wniform between the services, The 
Jack of a uniform set of construction standards in the past war resulted in 
considerable variations in the types of medical facilities built by the 
services and unnesessary expenditures of public funds. With respect to 
staffing of military hospitals with commissioned, enlisted personnel and 
civilian MD employees in the sone of the interior, I can see no reason why 
there should be any difference between the services, As for distribution 
of the sone of the interior medical facilities, there is no valid reason 
why, when troops of both services are in a particular area, there shonld 
be any necessity for separate medical facilities, Toe insure efficiency, 
however, close cooperation and coordination is essential ,#+#0* 
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TRUE_COPE EXTRACT (Letter, Dr. Howard A. Rusk to Secretary for Air 
dated 27 January 1948) 


enune “A medical service is only as good as the doctors who 
comprise it; and in order for a doctor to work to his fullest 
capacity, he must have security, opportunities for professional 
advancement and research, hospital facilities and laberatories 
in which he can provide for his patients the last word in medical 
eare, and, last but not least, the pride ef belonging. 


"It seems te me in general, the common problems in the 
service medical departments are supply (I understand a common 
supply program has been developed in the Arny and Navy at the 
present time and has been functioning exceptionally well for 


area, and an arrangement should be made for en inter-service 
exchange of specialists. 


"Y understand at the present time that it is ag rsnageeer for 
the Air Force to assume a major responsibility in the hospitalisa- © 
tion field, but I alse feel very deeply that if the at 
expects to get and retain first-class doctors they must be per- 
ee et ee and this 
wust inelude service at the highest hospital level santa Nee ohana 
except in rare instances, will not be content to narrow their 
activities te aviation medicine and the dispensary level of 
practice. Specific prodlens of aviation medicine are well und 
stood; high altitude flying, diet as it relates to flying, air 
evacuation, and a sultitude of problens 9 aviation physiolegy, 
selection, retirement, etc.” stHee 
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TRIE COPE (Sxteact from Ltr Col Harry G Amatrong, M2 16 april 1948) 


(2) 


Failure to use air evacuation to its utmost. 


Hospitals located for ee yeasons rather than 
military necessity. 


General. hospi tals « Dental 
= over staffed, expecially by 


Wodern plarntng and coostruation not useds Lee, alr 


condi tioning. 


Remedies: 


(a) 


Exploitation of air evacuation: | 
General hospitalisation based on geographical needs. 


(13% military population from New York area and leas 


than 1% general hospital beds in seme area.) 


_ Hespitals located near air transportation facilities. 
‘Use modern hospital designs and equipments” sess 


| 992 
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TRUE COPY (Eetract from Ltr Alfred W. Eyer, Captain (MC), USN, 17 April 1948) 


warner (4 ) Hompitalisation and evacuation policies within the sone of the 
interior wi 


th special reference to construction, Giatetoution, and 
staffing of military hospitals. 


Hospitalization and evacuation policies within the sone of the interior should 
oe possible or probsble attack on continental United States, Refer to paragraph 
i (ade A 


eae. pling it is believed that all future construction should be restricted in 
to 4000 beds) and should be well dispereed with access to good lines of 
centunteatton and supply in east and wost central United States. Further, plaming 
should envisage 


total utilisation by both military and civilian of exists area 
medical facilitiens . 


There is no particular requirement seen for joint staffing of continental 
activities. However, units situated in the sone of communication should be jointly 
staffed to erable maximm efficient collaboration between the services, 


The development of underground fattitien for regular wartime hospitalisation — 
is not believed feasible from the SRE Oe PANNE EIN or practical from the 


standpoint of expense, "anne 
LA 


“El, Ke 
; _ Golenel 
TRUE COPY EXTRACT (Letter, Dr. Russel V. Lee, dated 18 April 198) 


eowne *(1) Hospitalization and evacuation policies within the sone of the 
interior with special reference to construction, distribation, and sapien: of 
_militery hospitals. 


"4, few great medical centers should be established in faverable clinatio 
areas te which most of the patients should be brought by air. A regular jitney 
rum of air evacuation teams every morning could gather tlie patients from outlying 
rare happy phloem Pi perigee i —ah-afeg 
pDtnigrsnren'st ine ibe bene ncart 
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RUB COPY EXTRAOT (Letter from Dr. tim. C. Menninger, Topeka, Kansas, 
dated 22 April 1948) 


esese *(4) Hospitalization and evacuation policies within the sone of 
the interior.---The plans for the psychetric wards in our army general 


_ hospitals were antique, constructed in great excess of the needs and the 


hospitals were unequipped to give the modern psychiatric care to the 
patients, Towards the end of the war we did get “social therapy" buildings 
added which provided for occupational therapy and limited recreational 
facilities. Specific recommendations have been made by the neuropsychiatric 
consultants to the Surgeon General of the Arny with regard to the staffing 
of hospitals with thie group of specialists. Many of tho tables of organi- 
sation should a radically revised, 


Perhaps sites this head certain other points should be made. The 
promotion policy was grossly inadequate. Medical officers and enlisted 
men were often "penalized" in relation to other branches of the Service. 
Thies may have deen related to the fect that very often they served under 
line officers who were limited in their ability to make promotions be- 
cause of rigid table of organizations. Far too often promotion was besed 
upon the table of organizaticn plus the length of service end personal 
relctionships to the commanding officer (politics). Rarely were they 
based upon the quality of professional work or the ability of the 
individual. 


Meny regulations and their frequent change, along with command 
rigidity of attitude, worked in the direction of interferring with the 
use of good medical judgment. One of the results frequently was a con- 
siderable reduction in medical initiative. 


We can't fail to recognise that frequently there was discrimina- 
tion against medical personnel on the basis of race or religion. If we 
expect Wegroes and Jews to come into the army and navy then we have to 
treat them on the same basis of anybody else we accept in the arny or 
navy. 


Assignments to tactical units and undesirable posts were often 
based on personal feelings of the commanding officer with a total dis- 
Yegard for the requirements of the job or the skills of the individual, 


Certainly the army, and I am not familiar with the navy, has to. 
revise its system of disposal of inefficient and non-effective officers. ° 
Within the medical corps it was always a xnatter of trying to find the place 
where a man could do the least harm because we had no system * getting rid 
of him, "see0e 
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EXTRACT FROM INTERVIEW WITH COLONEL W. D. GRAHAM, MC, USA, ON 11 MAY 1948 
AT 2300 Pee 


1. Was the regional hospital effective for ZI origin cases in World War 
II? 


A. On the regional hospitals I think for planning purposes it is essen- 
tial that general hospital care as we define it, in the Army, had to be 
atatistically -- the flow of patients had to be statistically evaluated 
on ZI and overseas, *##s 


2. Is specialization of general hospitals effective? 


A. The regional hospital was supposed to render general hospital type 
eare to general medical and general surgical cases. In the event that 
there were in the ZI any specialized cases arising they would not go 
to a regional hospital, They would go to a specialty center in the 
general hospital. 


Q. In any future exzergency when should this specialization becone 
effective? 


A. Specialisation is still in existence in our general hospitals. . 

As I conceive it, the specialties that centers will operate for fron 

now until the next emergency will gradually be reduced in number until 
we have only medicine, surgery, etc. T.B. will continue and probably 

we will have an armed forces T.B. center. We will lower the number 

of specialties for which we reserve beds until the thing begins to be 

an emergency again and when it does we will begin to delegate certain 
beds as vascular, etc., and they won't be returned te full specialisation 
until the lead becomes heavy enough. 


3. The policy of locating general hospitals is open to criticism. Does 
the factor of patient being close to home cutbalance the desirability 
of the advantages of climatic considerations which might enhance conval- 


escence and promote economy? 


A. - In all instances of which I know that climatic conditions might 

be better for the patient the centers have been pased in thoze climatic . 
conditions. From a medical standpoint they should be put where the 
hospital has the best climatic conditions for rehabilitation. 
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EXTRACT FROM INTERVIEW WITH COLONEL ¥. D. GRAHAM, MC, USA, ON 12 MAY 1948 
AT 2300 p.m. (Continued) 


he Wheat is the maximum size you recommend for the ZI? 


A. - I don't think it makes any difference. To sicdauts tn tak I 
don't think it remains one hospital beyond, from my own experience -- 
1500 beds. The general feeling is from 750 te 1000 if you could 
control it yourself, 


Admiral Andersons De you have the same opinion about hospitals during 
peacetine? 


A. = No, they should be limited to around 1200 te 1500 - would be the 
maximum. The reason for the difference is that you don't have the 
morale during peace that you have during war, therefore you have to 
leok into details more closely than you would during a war. 


5. Should convalescent facilities ‘be separate or parts of each general 
hospital? 


A. - Convalescent facilities should be inherent in every hospital. 
The convalescent facilities should prebably remain under the control 
of the medical suthorities by being established in hospital centers 
rather than as a part of a general hospital. 


6. Should longeterm cases be discharged to civilian institutions for 
final care at Government expense? Veterans Bureau hospitals? 


A. - Provided adequate facilities and personnel are available in the 
Veterans Administration or in any other institutions to give thes 
acceptable care and meet the high standards it is essential long 
term patients should be offloaded from the military medical set-up 
ag secon as possible. 


7. Should civilian consultants replace military medical specialists 
in lecalities where the former are available? 


A. - If in the future the civilian consultent, whether in uniform | 


ee ee 
for implementing his recommendations the answer to the question is 


If not, what is the ee ee 
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EXTRACT FROM INTERVIEW WITH COLONEL W. D. GRAHAM, MC, USA, ON 12 MAY 1948 
!T 2300 pom. (Contimed) 


2.7) Seek Pete. ar Tyron on comebryction and Aentgn shanks sneer 
that. 


9. Who should control general hospitals in the 21? Should area control 
under line officers or under deputies of the Surgeon General be set up 
geographically? 


A. - The Surgeon General should have technical contre] in a manner 
similar to that established in the general order of the Navy where there 
are four types of command. Military command should be in the area com- 
mended and not under the Surgeon General and should be a senior medical 
officer representing the Surgeon General of whatever force is coneerned 
and he should be consulted in matters involving the medical service. | 
He is attached to the staff as the Surgeon General is attached te the 
staff, “ste This should be done. I have urged the adoption by the 
Army of a general order clearly defining the concept of command and 
its division inte four major portions as outlined in Navy General 
Order No. 245 of 1946. 


10. To what extent can the partislly physically handicapped, beth 
officers and enlisted men, be used to staff hospitals in the ZI? Can 
greater use of female doctors be made in ZI installetions? Can “ACs 
replace enlisted males to a greater extent? Do you favor the Nurses 
Aid program as established during "orld War II? 


A. - As long as the handicap is not above the ears we can use thez 

and we can use them overseas also. Regarding the use of female doctors -- 
I happen to know quite a bit about them becanse I had an orientation 
group at lawson General Hospital. Greater use could be made of then, 
that is to say, they could be used in greater numbers, but because 

of limiting factors they have to be integrated inte the service with 
definite reference to the percentage of female personnel who might 

be patients. Re WAC - yes, we can use more WAC's. I don't know much 
about nurses aid. 


12. Are debarkation hospitals necessary? In atomie bomb target areas 
what is the solution to the location of such installations? 


A. +I think debarkation hospitals are necessary. I thizk that the 
more elaborate the facility is made and the better it is staffed the 
less likely it ia to serve its function properly. 
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EXTRACT FROM INTERVIER WITH COLONFL ¥. D. GRAHAM, MC, USA, O8 ll MAY 158 
at 2300 p.m. goon aeeen: 


12, - A. - I think the same precautionary measures on these instaliations 
have te be taken as they have on debarkation. If an atomic bomb is going 
to drop on that port, you better move the port before it drops, 


13, Were there too many frills and luxuries in our hospitals which ad- 


‘wersely effected the desire of soldiers to return to a duty status? 


If s0, what can be eliminated? Was the policy criteria for return te 
duty status tee high in view of menpower shortages? 


A, ~ Yes, it affected the desire of the soldier te return to duty, 
Rothing edn be eliminated without a major change in national policy. 
From a military standpoint it is probable that many patients could have 
been returned to gainful occupation as distinguished from military 
duty, Whether the line commander would accept them when they were 
sent back to duty is questionable, 
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Extract of Statements made by Brig Gen Robert C» McDonald, u’, UGA (Retired), 
21 April 1948, before the Subcommittee on the “mployment of uilitery Medical 
Resources - 


sHHOn the subject of "Hospitalisation and Evacuation Policies within the ZI with 
special reference to construction, distribution, and staffing of military hospitals. 


“Conatruction of station and area"—- that is regional "hospitals will be 
reqiired to serve ZI posts, camps and stations,” where they ares We have simply got 
to follow the combat troops or the line of the armed forces and establish cai Aacncans 
tion wherever required for the less seriously 111 and slightly wounded. 


Now, the "Construction of genera! hospitals should be kpet to minimm through 
use of existing Fedyral hospitals, and existing buildings, such as resort and other 
hotels, and public buildings, The distribution of station and regional hospitals 
ia governed by the location of troops which they serves General hospitals should 
be located in accessible areas, generally near population centers, sc the 
may be hospitalised near their’ homes. Convalescent hospitals should be estab= 
lished in resort areas where climatic conditions favor recovery, The staffing 
of hospitals, particularly with specia/iste, will alxays present a difficult probleme 
Each hospital should be staffed so as to be able to carry out its mission. Regioml 

hospitals and large étation hospitels should be staffed for dafinitive general 
medical and surgical treatments In addition, general hospitals should be staffed 
to care for specialised cases. The designation of certain general hospitals as 
specialised cases. The designation of certain general hospitals as special 
ceriters will conserve specialists. ‘The location of general hospitals near large 
population centers will enable them to have _ Spectalinte and consultants fran 
civil life assist in special work,* 


I think the growth of our convalescent hospital system in the last war as 
largely due to the lack of beds in our general hospitalse Therefore, we sought. te 
expand then by establishing convalescent. hospitals in favorable locations wherever 
b- — find them and without much reference to where the stetagane — were 

cated. Vie 


The - ideal situation would be for saith peucral hospital se take care of its 
own convalescents, have them at their hospitals where they have been under treataent so 
that the same islow < could supervise their rehabilitation, Too often they were 
mnamaor's frea a ‘Spacial start. 


ie cela cick & cate erusbeeek ies Ak wh et A Fleridas 
hush a ces tastier ect aan econ. et baytona Bach, Flori 
was Thomasville, Georgia, sane 250 miles away, It was difficult to give the 
wounded that wre convalescing’ prover supervision, We had to additional staff 
down there in order to do that, and we had to build up the 1 hospital more | 
than would have been necessary otherwite. 


: The establisinent o £ a large separate installation for the treatment of 
mroong py ehaaith resort lw stUantie Gity of ay ae 


; 
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ra 
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Was the regional hospital effective for ZI origin cases in — xrrv* 
I think that the regional hospital was very successful. 
"fhe policy of locating general hospitals is age to eittatens Does the 


factor of patient being close to hom outbalance the desirability of the ad- 
Rising of climatic considerations whieh might enhance convalescence and pro=- 
mote econany?* 


Generally s niichae, I believe that general hospitals should be located so 
that the patients will be near their homes, I think 1% does outweigh. 


“Ie specialisation of general hospitals effective? In any future emergency 
when should this specialisation becom effective?® oe 


Z think specialization of general ‘cspitals was effective. Lt was in my 


tut be on @ emall seale. - In other words, instead of having 4 or 5 specialists 
ef ons kind in, we will say, a service comand, you would only have one, or per~ 


ihn ben Gon: Cie ean one; ee ee ee 
wasted from the beginning. 


"What is the saximum sise you recommend fer.-the ZI? * ; 
one was about 5,000. That was down in Memphise I don't think they 


. My largest 
should be over 2,000 beds. 


"Should long-term cases be discharged to civilian institutions for final 
care at Govermment expense? Veterans Bureau hospitals?” 7 


ZI think they should be to the Veterans Bureau 4 yo 
ee hosp se not to civilian 


- "Should efvilian consultante replace military specialists in localities whore : 


| the former are svailable?* 


Yes, sirt I think they can be wed, 


‘81g the sprawling type of construstion for general hospitals advisable? If 
not, what is the solution in the face of critical material shortages? Dees the 
: rc used need modification? What are ite — and objectionable 

(? } 


I don't think the sprawling type of construstion for general hospitals is 
? General hospitals should be established in existing buildings, in so far 


' @S practical, I have answered part of that. 


"Who should control general hospitals in the ZI? Should area sontrol under lines 
officers or under deputies i ee Sree 


‘RESTRICTED, 


ee ea 


RESTRICTED 


I den't think ef any reason for setting up deputies separate from the 
service command, we willsajy. I think the service command surgeon general 
will carry out any policies and plans of the surgeon general, just as wll 
@s a separate person woulde I don't think there would be any difficulty co- 
ordinating that with a service command surgeon generale 


"Should the Surgeon Generals control evacuation transportation in the ZI? 
Did the adopted system prove efficient? If not, what changes are indicated?* 


Yes, I agree that the surgeon general should control evacuation transporta- 
tion in the ZI. I think it worked very well. 


fare debarkation hospitals necessary? In atomic bomb areas what ‘is the 
solution to the location of such installations?" 


Yes, I don't see what we could have done at Charleston without Stark. We 
couldn't get them out fast enough on the trains, and we had to have a place to 
put them. Some of them had to be redressed and put in shapes I agree that 
debarkation hospitals are necessary. 


I don't see why it shouldn't be located. near the porte Ve do have to take 
- chances on atanic bombings. cae 


- ‘Sexe there too many frills and luxuries in our hospitals which adversely 
affected the desire of soldiers to return to a duty status? If so, what can 
be eliminated? Was the policy criteria for return to duty status too high in. 
view of manpower shortaces?* 


I don't think that the soldiers were provided too many luxuries and 
conveniences in our hospitals. I don't think they were made tos tay away from 
their work because of the kindly care they were receivinge -I do think that 
medical officers in charge of cases should be very diligent, in estimating 


the condition of patients, and should give =“ attention to know he 
is ready for duty and gtting back. 
"Should care of dependents cease during war?® as 


I don't think that care of dependents should be stopped entirely during 
the war, There are many instances where the civil medical services are inadequate. 
They went without care unless it was furnished by the Armye I don't pan we’ 
shoild have special provision made for providing adequate care for depende 
‘out 2 think when medical service is available and dependents need it, it ag remo € 
ve givens 


Brig Gen Martins In the face of criticism that that wes a wastage of ~ 
docsters during the war? . ‘ S 


Brig Gen Mo“onalds Yes, that's right, I doubt if very many doctors were 
engaged “nected én that ‘works in some large dispensaries, yess si Washington, 


of courses 
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*Bhould WP cases be given an opportunity te demonstrate whether he can 
accept military status before he is eliminated? ina show 600,000 eliminated 
on abo examination?® a 


Obi ously disabled should be, of course, eliminated immediately. But @ 
borderline case should be given a trial. Too many were eliminated in World War II. 


‘ De you favor a reasonable wtation policy for specialists between the ZI 
and theatres of operation? For other classes?® 


I believe in rotation on a periodic basis. 


"What was the greatest cause of delay in construction of hospitals in the ZI? 
What recommendations do you have at a remedy for this deficiency?* 


I think it was the scarcity of building materials 
Brig Gen Martin: It wasn't plaming? 


Brig Gen McDonalds Wo, I don’t think it was planning. Of course the plans 
were probably changed quite’ oftene a ee oe 
was the shortage of vital materials. 


“Should peacetime planning provide for personnel on a reserve states to man ZI 
hospitals? Should they be affiliated units 7” 


Yes, I think they should be provided a reserve status; and I agree they 
should be affiliated units, There may be some difficulty in getting the units 
preahe « on this basis, since, cenerally speaking, theywant to ge overseas the 

+ things at certainly it would be valuable as @ reserves : 


: Cras we wt this tine plan fer locations of ZI hospitals, leaving their 
sise for later decision?* ) 


i think that suitable locations for 21 hospitals should te selected in tise 
of peace, but that a great many more than are required should be selected se 
that we will have seme elasticity in locating. them when the necessity comes. 

*Showld general hospitals be separate posts with complete control over all 
maintenance , Romi housekeeping, etce? If not, do you favor a Line comand fox 


oe 4 1the to tave then at separate posts to lop contzel over matstenanose 
. oa get along better that wiy. 


fare deators used toe mush on edainistrative positions in EI heepitels? 
ZZ yes, on what jobs? Could MSC personnel relieve then?* 


“Yea, Itve answered that. . , 
_ ibid the Boeioeering Corps fu1eti2 fulfill ite: reapensibi lites tes in the cons trustion 
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materials? Do you agrée that there should be a separate section in the 
Engineering Corps in peace and war for hospital construction?" 


So far as 1 know they did a very good job in construction of hospitals. 
But + didn't have definite knowledge of that until practically all the hospitals 
were completed, : 


"Do you consider the administrative difficulties of operating joint service 
hospital facilities the paramount objection for combined use? If nonmedical, widely 
differing administrative requirements of the Army, tie Navy and Air Force were 
rectified by adoption of an identical adninistraté ve system (same forms, jaws, 
etc.) would joint use of facilities be feasible? 


Mg answer to the last part of that ,uestion is "yes." 
I think they ought to get tovether and have the same List, #ett 


rear 


Colonel, 10 
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werent U4, I agree that there should be a separate section in 
theenginmeer corps a age lige fae hospitel construction, 


The most valuable group t I can think of in the theater-—and 
I biéssed them many times--was a hospital design teams a group 
of gensrally soldiers who had had experience in hospital construc- 


tion, and the engineers as they went along, especially in the 
commmications sone, got better and better in constructing and 


then 
an engineer convert, I thought they were pretty goo, Ani each 
time they biilt a hospital it was betier, and when they wero able 
to go inte the German prisoner war camps and pick out really 
4% got sti. iter 
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TRU EXTRACT COPY OF INTERVIEW WITH COL MARY G. PHILLIPS, ANC, 27 apr 48. 


esereoesee J, “The physical set-up of our instaliations has much te do with the 
amount of personnel that is needed. Although bed-patient load might be reduced 
one month or for a period of months, that doesn't mean wards and clinics close, 
and we still have the ssme amount of area to cover, You can't do proper surs- 
ing work if you are going to spend your time walking back and forth just to cover 
an area to see what is going on, 


I'd alco like to see authorization for employment, in hespitals, of 
perso:nel for housekeeping duties, probably with civilian housekeeper in charge, 
which would result in better housekeeping waintenance and would relieve ward 


personnel who should be available in assiecting in the ears 6 pationt.#oeess 
aa SE! oe a 
hike F lenel, KG 


TRUE EXFRACT COPY (Ltr Brig. Gen. G@.R. Kennebeck, Dental Corps, dtd 7 May 48) 


eeeeeves J, "In the Zone of the Interior buildings designed for the purpose 

should be‘constructed in a central location and each military inetall«tion and 

all available dental personnel concentrated therein. Such an arrangement results 
in more efficient operetion. It will be necessary for a few dental officere to be 
on duty at each station hospital for the treatment of patients. However, mo-t 
@ental treatment is given on an out-patient status and therefore the larger dental 


~ dnetallations need not de opersted in conjunction with station hospitals, *8sessse 
ok. » Cobonel , HC 
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EXTRACT OF STATEMENTS MADE BY COLONEL OSCAR S. REEDER, MC, USA, OM 15 APRIL 1948 
AT INTERVIEW WITH SUBCOMMITTEE ON THE EMPLOYMENT OF MILITARY MEDICAL RESOURCES. 


aune® "8. Sprawling type of hospital is not advisable, 


°9,. Area control. I don't believe so. General hospitals should be under 
the control of the Surgeon General. 


"10. Te a considerable extent. Greater use of female doctors could be 
made. WACS could replace males around the hospital te a great extent and they 
make batter nursing assistants. Nurses Aid - yes. I am very mich in favor ef 
the BAC hospital company."*#e# 
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TRUE EXTRACT COPY; (letter from Colonel Richard T. Arnest, Ret. 
dated 19 April 1948) 


weit =6"41, %In the zone of the interior insofar as is practical, 
construction should be’ of a permanent nature. Such hospitals 
should not be released from federal control bui released to 
veterans or to states on a loan basis to be available in case of 
future need, Distribution of hospitals - they should be adjacent 
to or om cantonments ~ in the near vicinity of ports but removed 
from large cities, Hotels are not readily adaptable to hospital 
use. Cantonment type hospitals should only be utilized as a last 
resort and abandoned as early as practical, Staffing of Zone of 
Interior hospitals mst always be in accordance with needs. The 
surgeon on the spot should best know his needs but mst be watched 
or he will overstaff, Speci Hospitals should be continued 
and staffed accordingly J’ orks 


~~ Tee Ke Pohl 
Colonel, U~ Se Arny 


TRUB EXTRACT COPY (Ltr fr Ne Cy Mashburn, Col., ¥C, 19 April 1948) 


+xittLarge hospitals serving areas is most efficient and economical. 
However, medical versonnel caring for individual units must not be com- 
pletely separated from the sick. nise plan is recommended »"s#Hiwt 
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HRUES COPY EXTRACT (Letter from Captain K, J. Aston (MC), USW 
Portsmouth, Virginie, dated 23 April 1948) 


eesee "(4) Hospitalization ond evacuation policies within the sone of 
the interior with special reference to construction, distribution, and 
staffing of military hospitals. 


My comment here must be limited in accordance with the extent of 
my first-hand knowledge and exverience. I served in two such hospitals 
wnich were welleconstructed, well-located and well-staffed and which ware 
employed to full canacity yet met all demands that were made upon thom, **se08 


47 
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“L. X. Pohl, Colonel, MO 
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eeese “(7) Hospitalization and Evacuation Policies Within the Zone of the 
Interior with Special Reference to Instruction, Distribution and Staff of 
Military Hospitals. 


The only comment in this comneetion is as follows: 


Tt is believed that many military hospitals in the Zone of the 
Interior early during World War II were staffed with doctors who were never 
made available for overseas duty. There wae doubtless a hiding under the 
guise of limited duty of many whe had relatively insignificant physical 
defects and were kept at home only beomuse their respective Commanding . 
Offiders cried loud and long when movement ef such personnel was anticipated. 
4& ayeten which permits this is defective and correction must some from the 
higher levels. eeeees | 


GRUE EXTRACT COPY (Ltr Colonel Robert P. Williams, KC, Surgeon, dtd 16 Apr 48) 


osves J, "Hospitalization and evaenation policies within the sone of the 
interior with special reference to construction, distribution, and staffing 
of military hospitals, Hospitalization within the Zone of the Interior 
should be on basis of the service (Army, Navy, Air) as far asstation hos- 
pitals and dicpens:aries are concerned. Each hospital to core for aexbers 
of other services as at present. All general hospitals should be based 

on the unified policy. Goncurrenes of the Surgeons General or failing that, 
déecisien of the Secretary of Defense should determine which service sas 
paremount intereet in » given locality. That service should then furnish 
gencral hospitalization for all services. The commander of the hospital 
should bs from the service having paramount interest, his executive from 
the ovposite service. The hovsital should be staffed by Medical Departe 
ment officers of the several services in approximately the proportion that 
the patients come frow from the various services SE 7 : ER 


. POR. 
a : Gol, KO 


SRUE EXTRACT COPY (Ltr Brig. Gen. Guy B. Denit, MC, Surgeon, dtd 18 Apr 48) 


eeove J, "“Hospitalisation and evacuation policies within the sone of the 
interior with special reforence to construction, dist#ibution, and staffing | 
of military hospitals - We should never again go back to Civil Wer coustmer tion. 
Hospitals should be located with a view of 6 434. Ni, *eeeonse 

| "RECUE AP 
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TRUE COPY EXTRACT (Letter, Qear Admiral C,3,Canerer 


(HC)g UsSees 


Retired dated 21 April 19/;8) 


« 
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TRUE COPY EXTRACT (Letter, Colonel C. J. Baker, MC, Air Force 
dated 22 April 1942) 


ween §4,. It should be the policy to hospitalize any patient 
from any Branch in any haspital. The procedure and forms for re- 
porting should be uniform in all hospitals of all Branches. It 
should be a general policy to evacuate patients to hospitals of 
their Branch, although this should be very elastic, depending upon 
the nature of the individual case, i.e. cases definitely due for 
long periods of hospitalization or disability discharge should be 
sent to hospitals near their homes. Cases needing specialized 
treatment to specialised hospitals, ans 


"Hospitals should be of uniform senkirnatton for all Branches. 
General hospitals should be distributed according to civilian popu- 
lation centers, with only evacuation and station hospitals in the 
communication sone. All evacuation and general hospitals should be 
lecated near the airport. Hospital commanders should be medical 
efficersa with free use of Medical Service Corps officers as executives 
end administrators. Prefessional Staffs should never be placed under 
the direct administration of other than a medical officer," ##*# 
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TRUE COPY EXTRACT (Letter, Colonel 0. F. McIlnay, MC, Air Force 
dated 20 April 1948) 


eenet °4, Hospitalisation and evacuation policies within the 
Zone of Imberior were not observed by the undersigned. However, it 
is understoed that there was much wastage of professional personnel 
due to their being assigned to duty at Hospitals when their services 
were not yet required. Reorganization of the Medical Department or- 
ganizations suggested in paragraph f above would make it unnecessary 
to order such individuals to these hospitals until such time as 
their services were actually required. Construction and distribution 
of hospitals in the Zone of the Interior as elsewhere will be depen- 
dent upon the type of warfare, but it appears that they must be 
properly dispersed and that they should not be located in the near 
vicinity of large cities, ports, industrial areas, or other military 
functions,” ttt 
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TRUE COPY (Extract Ltr Me C. Stayer, Major General, U. S. Amy, Retired, 16 Apr 48) 


‘ 


sie "(1) Hospitalization and evacuation policies within the zone of the 
interior with special reference to eaniontase distribution, and staffing 
of military hospitals. 


It is my belief that the Theatre Surgeon should have more to 
gay in the construction, distribution and staffing of military 
tals than was given him in the paste Hospitals were 

forced on we that were expensive, and, in my opinion, wre 

not properly designeds Hospitals were built in the Canal Zone 
by the Army a8 permanent installations with little regard to 
the needs, The medical persomel in the Canal Zone were asked 
to give little advice and when given, the advice for the nost 
part was igncreds The Army, Navy, and civil authorities built 
hospitals near each Hired and the Air Corpa would have also 
built, if possible the Canal Zone. This was, and is, a 
marked picture of iS jack of coordinated effort and caused 
great duplication of construction, personnel and naterial.*sunt 


R cR 
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Gelonel, iG 


RESTRICTED 573 


(4) 


RESTRICTED! 


or furees and not take care of people who aren't nav ce expected 
be in the near future active members of those forces, ‘Therefore, I 
think they should be put in the Veterans’ Bureay hospitals, 


J think that it is feasible and desirable to utilise civilian 
specialists in Zone of the Interior hospitals in consulting capacities, 
and teaching capacities, I feel that that is 
be used, 
tell you who ic going te contral, The Surgem 
all hospitals in the ZI, 


(I) 20. I think that physical ly-handicapped officars and enlisted 
men can and should be used in staff positions in ZI incspitals, and I think 
that certainly in wartims greater use can be mde cf female dcotars in 

; Tiat is entirely compatible with my statensnt a mosent 
age that I dan't think the wonen should be in the combat sones, I don't 


know about WACs replacing cnlisted males, 

“Definitely in Z I hospitals, In ZI hospitals, yee, I think if 
can keep you worsen in the 7I ani let your men ge to war, you are 
geing te have better resul ta, “sn ; 


"(Z) 12, 1 do think that the surgeons general should control evacua- | 
tion teangportation in the ZI, I am not familiar with the system adopted 
and can’t anewer the rest of the q uestion,. "sw, 


“(I) 15. I sew thousands of cases of suapected psychosis, or at 
% psychoneuroses, who were condemned without trial and thereby aade 
worse; particularly in the Marines, The mimte a men im, the Marines was 
suspected of being a neurotic a@ peycho, ce sometiinz, his commander 


3 


~ 
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Selrnete of *ictenente nade Qen Robert Gy MoDoneld, MC, USA (Retired), 
EL April 04s, Deore the Subeomt een on itary Medio Resourees.s 4 


“deaiaablsalinehicas wed Deciahiad Pedddhid Within Vio Ceenes font, aah 
evacuation to the Comuunications Zone and to the Zone af the Interiors,” 


“Hospitalization in the Combat Zane should be in mobile medical unite 
‘and should be of short durations® 


We started into Australia and into the Soutimest Pacific with the ‘dea wo were 
going to have to put up lote of prefabricated buildings, and it would have 2 
' g@ grand thing £ ve had had those ready} but 1 think that part of the war wae 

— about over by the time we did get Vine overs. didn't go over to the thea 
very muchy but 1 suspect they weren's rendre . 


Nees] Sion agers X sure received, we wre ahead cf'us in that Pasrech They did have 
better provision tee thate metlio bh hosp: itals, 


I think that the Division area, for example, ie ee 
shouldn't try to hold patients more than two or three days In maneuvers 
and in conbat in the first world shag found that was inpracticahle if you are 
ld have to clear those unites 


ciate tele paler of dcktetttne tad the nage erp Secvevteney 1: Aes 
that depends’ so much upon the situation, that is, the size of the war, the 
 Rature of it, the strength of the e * the lings of commmication, ahd the distance 
| fromthe hone territory, and go on, it's very difficult to determine thate , 


I think that we first sterted out in the world war to go on a 90-day polley, 
india got to Sen Francisce about the end of - 
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Axtraete of Statensnte nade by Brig. Gen. Kobert OC. MeDonald, MO, Uda (Retired) 


ai april 1948, vefore the Subeqnni tee on the Bupleyment of Military Hediaal 
Resources, 


sesesee}], af think the general hospital of a thousand bede we had something like 
43 medical officer: plus a large number of medical adsinistrative officers and 
dental officers and others, , making & total of perhaps over 6. We found out 
later that waen't alten og that perhaps half of that nusber of medical officers 
could do the essential professional work, turning over te nonmedical perseanel 
eas much of the administrative and reutine work of operating # hospital as vas 
practicable, . Mk : 

"She specially qualified personnel avatlable had te be spread thin enough 
to mat all organisations" in the later stages of the war. "Medical equipment was 
‘adequate in most ofgenisations, The develepment of spesial equipment for jungle 
wantare was outstanding, The development in peacetine of special equipment aseded 
ia Avetic Glimatee is most valuable and timely. The training of Medical Departueat 
Personnel was well organized, and generally well done, The tactical employnent of. 
Medical Organisations was well planned and earried out;" as far as I know, 2 €44 
not serve in a combat sone, 


€ne handling of the sick and wounded brought back from Rurepe in the later 
ateges of the war was well handled, In the Fourth Service Command we brought most 
of the badly wounded and seriously 111 patients ~ that is, litter patients ~ in te 
Charleston, and from there in the hospital unit trains seperated by the Office ef 
the Surgeon General they were very expeditiously distributed te various hospitals. — 
Phere 4id develop a great difficulty because of the dietribution of cur general 
hospitale; namely badly wounded patients who were later te be discharged from the 
service ceuld not be hospitalized near their homes. 


Shere was a poliey’ early in the war, when we vere afraid the Germans, 
oF somebody would be bombing over here, established by the War Department of net | 
wailding general hospitals close to the Coast. 


I wae Surgeon of the Third Service Command over here at Baltinore in 
1943, and J dound I was territly crippled ty that. We bad lets of population, 
vat very few general heapitals, I made strong recommendations that they abanden 
that poliey and build hospitals along the Coast where they were needed, the most, 
eng they did do that in my own Service Gommand. Thay established one out here 
in the Shenandoah Valley and in Richmond and et viesercees a end Pitteburgh, We 
@id finally get a chain of hespitals, 


I don't believe that we ean base our distribution of bawph taki on any 
auch dDasie as that, It may readily be seen that they perhaps should net be iz 
the middle of great centers of population, but certainly they shouldn't eensider 
the Coast ae se vulnerable that we can't put any hospitals anywhere near it. 


The medieal units for the communigations sone, partigularly fer the 
ecmbat sone, should have supplies and equipment te enable thes te carry on for 
@ Feasonadbis period. That depends, of course, upen the lecation of the theater, 
pen the nature of the warfare, upen the strength of the enemy, and various other 
faotere; But certainly a: a general rale I think something like 30 days ef em 
pendadle supplies fer a combat unit would be reasonable tin geing inte the théate?, 
ond: another 30 days, perhaps ia the Aray area, aad then inte communications anywhere 
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from 60 days to four months or even six months, depending upon the security of 
the line of comsunic«tions and the combat situation. 


“In general, did medical department uits and organisations have euffice 
fent personnel? If not, how was the deficiency corrected by you? Have you any 
specific recommend:tions for particularly inddequately «staffed units or facilities? 
Were your observations based on peak loads or emergencies or an so-called normal 
leade?* 


It applied to my units down there. I had a grest shortage of personnel, 
enlisted personnel in general hospitals, in large station hospitals, It wae met 
by aseigning prisoners of war on duty; and they did splendid work, In fact, we 
_ couldn't have gotten along throught the early stages of the demobilization aed 
them, because we did not have enough personnel te carry on. 


*Do we need any pew medical units? If so, fer what specifically? that 
fe the basie of your recogmendation? 


I can't comment on thet. Ye may need unite, but I don't know juet what 
they are and what they should do. We certainly are developing new ways of warfare, 
and it ie probably going to call for new types of unite, But I don't know what 
they are. 


"Did our planning figures allow for enouzh medical department unites in 
any given task? Should we revise our planning date for medics) ersea in forward 
areas? Atomic warfsre? 


*“Didn*t have knowledge of that situation. I think, generally speaking, 
thet when ve orgenised a task force or tried te set up equipsent for a war plan, 
that enough stuff was cent over there probably to cover it, But in ite distri- 
vation over there, I don't know what the situntion wae, or what the situation 
was after the expansion. My cemments wouldn't be worthvhile. 


"pid the presence of females in mediesl field units prove worthwhile? 
Necessary for professional reason? For psychological reasons? Should se ine 
erease the female component in our field and fixed units wherever possible? Did 
females hamper the movemont of units ? Did they reduce the sodility of units 
because of their necessary separate acconaddatione!®* 


I don't know about that. 

Brig. General Martin: I'd like you to cnswer the lact part. 

Brig. General HeDonald: ‘The Vaes did excellent service in my service 

Brig. General Hartin: The question is ~ should we increase the use of 
femaleat 

Brig. General McDonald: Hot in the combat zone. 


Brig. seneral Martin: You have had experience in a fixed sone? 
Brig. General McDonald: Yes, we can use more Zonaleg® .eopoosese 
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‘TRUE COPY EXTRACT OF INTERVIEW WITH REAR ADMIRAR MORTON D. WILLCUTTS (4) US¥ 
4 May 1948, 


eoeesess §. "ZAR ADMIRAL ANDEHSON; Now as to that sase subject in regard to the 
Goatinental United States, would you discuss it with particular reference to tae 
construction of hospitals and the distribution of hospitcls and their staffing? 


One question that has come up is who should control the cvacuation 
and G@istribution of patients inside the Continental United Sthtes? In our Service 
it was the Bureau of “edicine and Surgery thet controlled it. I meun, who chould 
control it between districts? 

Rak ADMIRAL WILLOCUTTS: ‘There again, with total war and with key 
points destroyed or exposed, I believe that this distribution will have to be da- 
Centralized. I believe you cannot depend upon one bureau to direct an overall 
hospitalizsction. Somebody should have a elearing record, a clearing zone, so we 
may know where there sare empty beds. But our country is so large that I believe, 
if possible, we should make a distribution senter, say, at least 3 or 4 zones - says 
west of the Rockies, and the Mid West. Against that, of course, comes the senti-~- 
m@aZ Phat they went the boy sear the hospitel where he lives. That was the basis 
of Bulied end Surgery, act so much as to getting them into beads as 1% was to get 
this kid acar his gramdnether or hie acther, It becsme the law that any Boy could 
go to a hospital sear his home. That was a luxury of the first order. 


z REAR ADMIRAL ANDERSOH: Bo you think the advantages of transferring 
a patient to a hospital neur bis home sutweizh other considerations like climate, 


particularily climate? 


BEAR ADHIRAL WILLCUTTS: Wo. I think that has very great disadvant- 
ages ~ this sending of a boy to his home. He has to break apron strings; he is not 
the Zighter he wa: for weeks; he softens ap when he goes home, To fight you have te 
de brutal; you have got to be rough. And when you put this bay home, he sees his 
family, his preacher and all the nice things ~ ahiny cookies - and they soften him 
up. If you could keep him away until the war ic over, youwould have a better coldier, 
a better fighter, and a wetter sailor. ‘That was pure sentiment that breaght bhoss 
boys te their homes, not efficiency. 1% was a great morale beilder. 


REAR ATMIRAL ANDERSON: What do you euggest as to the ideal size of 
& general hoepital or Naval hospital? 


KEAR ADMIRAL WILLGUTTS: When you go above 500 to 1000 beds, you are 
getting into a very, Wery big operation. J think a 1,000 bed hospital con Se come 
sidered a ailitary hoepital. 


REAR ADMIHAL ARDERSOH: So you feel that specialised hospitals, 
hoepitale for the treataent of similar types of eases ~ ia justified? 


_ REAR ADMIRAL WILLCUTTS: Then you treepase through the training pre- 
gran. These people must be trained, You hare got young doctors, and they should 
have gemeral training. it is difficalt te pat all your erthepedic cases in one 
hospital and heart cases in another, i tink a general hospitel should be still a 
general hospital with a variety of gases, The olinical material should be kept there 
fer training as well as fer the gencral morale Wuilding of the staff. I do believe 
ia the late stages fer deafness and blindness, and these highly specialised eases, 
they certainly should be segregated. The ampatecs, I think, were handled all right. 
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REAR ADHIRAL ANDERSON: Do you think convalescents should be caraid for 
in gemcral hospitale or ia gonvalescenta hospitals? 


REAR ADMIRAL WILLCUTTS: There again, I think your convelescont patients 
ahould help out in the hogpitai. I can't think of any finer eccaup: tions] thorapy 
than a patient helping himself end his buddies. fo have a patient go in and get his 
medicine and get his drewsing sad leaf all da; aud perheps do some fincy belt wont 
ing, or what not, for some pretty Red Gross artist, is, to ae, not prectie:l. I think 
the convalescent patient could be utilized in tne gumeral hospital to help, to do 
@éniter work, to clean up, to do 4 grest share of tue ordinary work that cowes along 
with » busy bospital. You can't have civilian @aployment to the extent of doing all 
thie, and your hocpittal ecorpamen is relieved ef a lot of that work to do bedsids work. 
Thers comes a day, however, when oa convaleaceat hae developed te a stage of advanced 
¢onvalescence, where perhaps a paycheneuretic, or someone having something, pertain- 
ing to asthenia, were it takes him many months to correc t it, tuen he grovebly 
should ge -.ad be restored to fighting fitness by specialized convalescent hospitals. 


KEAG ADMIRAL AMUBRSON: Do you think it is practicable to plan the dis- 
tribution of heoepitale for the next emergency now? 


REAR ADMIRAL WILLCUTTS;: I think we should consider specisiizsed weapons 
in plaaning. I do believe thit our hocpitals im theperipheral cities wil: be better 
lecated than those inthe center. I tink hespitale should be plemned, based upon 
known factors that we have today. 


HEAR ADKIRAL ANDERSON: ‘Should we plan on what are cslied debarkation 
hospitels in the vicinity of porte? 


HuAR AUMIRAL VILLCOUTTS: fhe ports are congested. I think, if poccible, 
ene should have his hespital a conéiderable distance away if he can make good cone 
fact. You must have a pert, for a ehip can't come on land. Butt have your big 
hospital in that port area close up just makes for congestion. Ideally i think 
they should be inland te 9 peint ef removing the congestion ineident to the movre- 
ments of other logistics than sick people. 


RasR AVHIHAL AEVARSOS: What abeuk the steffing of military hospitsl s? 


MBA ADKIRAL WiLLCUTTSe I have wery definite ideas about etaffing of the 
hospitela. I think staffing should be, if possible, kept pecularly Service. That 
is, if it is a Naval hoepitel there ic no reason why they should not hex have any 
type patient there, but, if pessible, the stoff should be ali Bavy; in an army hee~ 
pital, the staff should be all Army, You are going to have difficulty, 3 fear, if 
you try to mix up the etaff. 


The docsters manning a big genernl hospital should be of one type. After 
all, when you get the patients in the hespitel, the patients willie tre:ted on a 
etendardised basis. Bat when you come tc the command, to the sequence of military 
mO@dicise, thers I fear it would dc confusing. Ry that 2 mean if you have a aixed 
erowd - a deval coumanding officer and an Aray chief of surgery. or executive officer 
whereas they could certainly befriendly and cordial, it eas we Snes % think 


we should have individual service “RES 
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TR corr EXTRACT OF INTERVIZY WITH REAR AUMIRAL MORTOH D. WILLGUPTS (mC) USE 
4 may 1948, 4 conEyuED: 


REAR ADHIRAL ANDERSON: ‘pec yie Sidi Wok aca dks noes aad oe 
eatisfacterily? 


REAR ADMIRAL WILLOUTTS:; Yer, I think Nurses Aides were helpful when 
preperiy supervised. They had to be supervised. The ladies did a grand jeod, a 
grend thing. The Red Cross 444 « grend Job, as did these various other categories 
that came aloag. But there again you get a lot cf sentiment, and you hare got te 
know how to handle them Based upon a lot of natience and tolerance. 


HEAR ADMIRAL ANDERSON: Do you feel that the WAVES were succaseful assist- 
antes in the Haval hospitals - and would you inerease the number of WAVES in the staff? 


- BRAR ADMIRAL WILLCUTTS: 2 think the WAVES did a magsificent gear aa 
$Me tern WAVES means Women's Auxiliary Yoluntary and Raergency Service. They did 

thet. They filled that bill eplendidly. I do not think, however, they should be 

@ permanent cemponent of the Regular Service. I think they should be kept in the 
Reeerves, I do know tn the hoepital they worked like a brother and sister te our 
male corpemen; and it was a very wonderful performance. They did a great job. At 
San Diego I had at one time 1,100 WAVES at my hospital. 


REAR ADMIRAL ARDBR°O3: What are the objections to the WAVES as a per 
manent part of the medical service? 


REAR ADMIRAL VILLOUTTS: In the Navy we have rotation cf billets, of jobs 
as you know ~ sea duty and shore duty. We have rotation of favered billete. Ry 
favored billets { mean staff billets - yoemen billets, elerical billets, in addition 
te the professional billets such as the technicians. The WAVE technicians vere exe 
eelient, The female on that side is better than the wale, that ie, at the bedside, 
but we have got to have male attendants et sea and overseas, in the rough places, 
and if you deprive this hoepital corpsmaa of these technical billets and these far 
erite billets, such es clerical and secr tariel positions, thay must learn adsine 
istration and they mst learn to de staff work - thet interferes and I am fearful 
eof a reversal of sentiment towards the; WAVES by our enlisted men in peacetine. 


HEAR ADMIRAL ANDERSON: are there eny further questions on this?® (Hone) 


avesenccens 
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ABSRACTND FROK PAHSOXAL LETTER #0 COL, L.K. POHL, HC FROM COL, EB, BURGQUIST, HC, 
DATSD 19 May 1948, 


weceesees J, “another policy which should be cuanged in the General Hospital 
Plan, is the ene witch requires patients to remain Bn hosoitals for perioda 
long beyond the tine required in civilian life. The resulting increase in 
hospital b:d requiremants, makes this 2 very expensive policy, requires much 
eupervis‘on on the part of traine! Medical personnel causes a breakdown in 
morale of the patients, dus to the feeling that they are still hospitalised 
awaiting Board actions, and makes Kedical officers annoyed at looking at the 
same faces long periods of time. A system of transferring vatients in comzand 
control, tmuaediately they are well, should be set uw in all hespitals. The 
old-fashioned idea, originating in the Infantry and Cavalry, of keeping in the 
hospital until he can ride a horse, is ebeclete, There is a0 reason why, in a 
technical Army or Air Ferce, a man in a cast can’t sit at a desk or machine and 
perform certain functions. 


Another big error vas the over-consteuction of hospitals. ‘The 4% 
figure is excessive and expensive, Nodern chemetherapy, early ambulation, 
and a system of quick retura to comaand contrel, should save billions of dollars 
in beept tad construction, #eeesess 


HBPROVECED FHOK COMMENTS BY AIR FORCE MEDICAL DEPARTMENT OFFICERS, aANDAEWS FIELD, 
bs) Cok. heke POL, BG, AS PROVIDED pe ¢PORMALLY MAY Qs» 1948, 


eeveese J, ®hosvitealization and evacustion polleies within the zone of the ine 
terior with special reference to construction, distriwution and staffing of aile 
itary hoscsiteals. ‘Coastruetion = The najority of our hospitals eat present are the 
contonement tyoe built during World War II and reflect the necessity of estabd-. 
lishing ani acintaining ninimur standards for ecah and every departzent. it is 
believed that the minimum stendards established should reflect the fanctional 
layout plane end floor space atiligetion propesed in "Elements of the General 
Hospital® prepared by Division of Hosoital Facilities, USPHS. This publication 
reprinted fros the “‘architecturs) Record” is bused on civilian requireunts, 
There ie no doubt that the military hospital with its ever present emergency 
role in modern warfare, muct bs prepared fer ell cnsualties, militery and civil. 
ian, as must the civilian hospital be prepared for civilian and military eas 
ualties. 


Qutstaading inadequacies are: 1) OR*s, clinics without edequate record 
rooms, éressing rooms, waiting or lounges reoms. 2) O's with expensive ex- 
plosicn proof switches and spark proof electriczl cutlets, yet the floor is non 
senductive and a potential OR hazard. 


Bfforts to install floor gride or conductive type linsleum are met with 
the comment that 8 & U funds have been depleted. 3) X-ray clinies ~ consist 
of the effice space, éxposure rooms, dark roum and waiting tenche: uevally in 
the hospital corrider. Ho provision made for the inclusion of toilet facilities, 
required vhen barium enemas are used for flouroscopy; dreseing rooms, a must with 
the mray examinations ¢f female patients. Agata efforts to make these changes 
result in the comment that funds are not avaliable. (Repair and Utilities). 
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REPRODUCED FHOM COKHENTS BY AIR FORCE MEDICAL DEPARTMENT OFFICZES, ANDREWS FIELD, 
20 OUL. LK. PORL, MO, AS PROVIDED INFORMALLY MAY 20, 1948, 3 CONTINUZD: 


4) os Clinics, delivery roous, nurseries, etc. are imprevised with aininum ex 
penditere of funds and in many instances de aot previde for: a) Explosion preef 
Delivery Room. %) Air conditioning in the clinie. ¢) Cubical techniques in 
Sursery. 4d) Formula room resulting in the preparation of formula in the ward diet 
kitehen. 


Regardless of construction, the present staadards of maintexzancs and 
the procedures of maintenance are entirely inadequate. The shortage of funds, 
(BAU) the methods of classifying proposed changes, instaliations, etc. do net 
lend toward efficient azintenance, There ia no doust that with the present set- 
up, the cast of processing the paper work on a small work project at 2 station 
hospital would and dees exceed the cost of the project which, in a civilian hoe 
pital, would be dependent upon the decision of the adainiatrater and secouplished 
by Hospital Utility personnel that same day. 


This condition ef outright dependency of the medical service on other 
activities er. services which are controlled by nenmemedical intereste naturally 
manifests itself in every department of the hospital. a) ‘The Medical service 
hae availatie funds for technical persenns] which are 2ot available through 
military sources but are available from lecal civilian sources. Personal esil- 
fage in effect, do aot wailew hiring ef additional civilians so tha hospital gets 
along witheut the technician. 


%) The follewing is an extract froa "Om Hespitak® in the biographical 
note of the author, §.5. Goldwater, K.D., former commissioner of Health-of the 
Gity of Mew York and commissioner of Hospitals of the City of Hew York: "fe 
carry out his policies in a system inextricably bound wp with sity governuan& 
entailed « constant struggle not merely against the cruder forms of faveritim, 
interference, aad partisanship, bat against hampering legal restrictions on the 
prompt acticn, delicate decisions, and flexible judgweats which, te his sind, 
were assential in hospital work. <A sontral pureazsing bureau should not, he 
protested, huve the pover to substitute another brand of sutures for the one 
asked for b, the surgeon; “The surgeon carries both « legal and zoral respon- 
sibility and I think the Citf is bound te suppert bie in the exercise of his 
dudgment*. He strongly favered the merit aystes, eni the Departuent mede wery 
substantial advances in the eivil service classification of its employees, bat 
_ he maintained that interns shovld not be selected by cil service; the medical 

staff obeerves the interns at work and “for the judgment that is bern of this 
ezperience thers is no substituie*. He contended that hospital planning should 
aot be assigned te s general Department of Construction, for it was a logical 
function of the Hespital Department, which had a central anid imeediate interest 
fin the construction of hospitals and hed aceess to the advice of qualified speciale 
ists in every nedical tisha, * 


It te apparent that, at present, the cenditions expressed abore by Dr. 
Goldwater clesely parralliel the present military medical set-up at the average 
station hospital, *teesseees 
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{RUE COPY EXTRACT OF INTERVIEW WITH BRIG. GEN, JOSEPH R, BASTION, ‘xe, USA, (RETIRED) 
OW 3 MAY 1948. . 


(*eeeeees JT, "Hospitalization and evacuation policies within the sone of interior 
with special reference to construction, distribution, and ataffing of military 
hospitals, " 


Well, of course, now te begin with in the lest businese you know they 
tried to set up hospitals for areas; that is, take the midwest ares, that would 
have two; everybody would have to come there beeause they lived there, But due 
to the dearth of specialists, and so forth, that, as you know, didn t work, and 
it wen't work, and ! think that hospitals - you have got to have special hospitals, 
vecause you are nct going to have enough specialists to go from Texas to the Great 
Lakes. Within reason you can separate then, 


BRIGADIER GENTRAL MARTIN; I might ask you at this point in the sense 
of the interior in time of war would it be feasible to use local specialists in 
the civilian status at armed service institutions rather than call them inte 
service and ddasipate their work? 


BRIGADIER GENERAL BASTION: ‘That could be done, yes. I wouldn't like 
it, but I would do it to hepl the over-all role in the medical phase of the whole 
war, whatever it is. It can be done. 


4& lot of things depend upon whoever the commanding head medical is in 
thoee places. Ho matter who you've got, no matter how good an outfit you've got 
under you, if the fellow isn't trained at the top to recognise all these things, 
you aren't going to get anywhere anyway; but that can be done. 


BRIGADIER GENSRAL BASTICN; I don't quite get that. 


COLONEL POHL: If a man hae a load comparative to that carried by civile 
physicians that remained out of the service in the past war, the amount of 
work that he can do is limited. Therefore, if there is a selection which he must 
wake as to what surgeries, for inetances he will do, it is my feeling that he wuld 
possibly very humanly prefer the work which would give him the greatest financial 
return, Would such a factor operate possibly to the detrinent of the adequacy 
of the medical service rendered by that individual? 


BRIGADIER GENERAL BASTION: Yes, it would, if that happened, if you let 
4% happen, 


COLONEL POHL: What ean you do to prevent it if the circumstances oxist? 


BRIGADIZR GRHWERAL BASTION; You would have to go te this pool and get 
one full tine. 


BRIGADIER GENYRAL MARTIN; low I have a question here. The policy of 
locating general hospitals is open fe oriticiem. Does the factor of patient being 
Close to home outbalance the desirability of the advantages of climatic consider» 
ations which might enhance convalescence and promote economy? 


BRIGADIER GENURAL BASTION: Wo, it certainly does not. That is what I 
was trying to bring out. Climate is nice for certainthings, but you will never 
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TRUE COPY BETRACT OF INTERVIEW WITH BHIG, GEN, JOSEPH E, BASTION, MO,USA (HBTIRND) 
Of 3 May 1948, 1 CONpINUBD, 


be able to put s general héspital, as far az I have been able to see, in a locality 
and have all these very high toy-grade specialists do the greatest good to the 
greatest number, You haven't got enough of them in the country to fight the war 
and run these big hospitals. My answer to that would be no. 


BRIGADIZE GENNRAL MARTIN: What's the maximum sise for « general hos- 
pital that you would recommend for the 2]? 


BRIGADIER GENERAL BASTION: well, are you talking about what you think 
ene fellew could run? : 


' BRIGADIER GEAERAL MARTIN: Efficiency, 
BRIGADIER GEXZRAL BASTION; Between 1500 and 2000. 


BRIGADIZR GENERAL MARTIN: Should the convalescent fasilities be ecaparate 
er parts of @sch general hospital? 


BRIGADIER GENERAL BASTION: Separate, 


BRIGADIER GENERAL BASTION: Officer and enlisted personnel should have 
separate convalescent facilitiesi . 


BRIGADIER GENCRAL MARTIN; Should long-term caces be discharged from 
Service hospitals to civilian institutions fer final cave at Government eapenset 


BRIGADIER GEUZRAL BASTION: Well, mow, there are s great many factors, 
It would depend upon the institution. If that institution were set up to take 
care of paraplegic cases, we will say, you can do it; but the thing you have to 
be careful there is the patients resent very mush being sent away from the mil- 
itary during that time, and it should be done as little as peesible. In other 
words, the Armed Forees should take care of their people | to the very lact mine 
ute, I think. 


BRIGADIER GEWERAL MARTIN; Another question. Ise the sprawling type 
of construction for general hospitals advisable? If not, what is the solution 
in the fs06e of critical meterial shortages? : 

BRIGADIER GENIRAL BASTION: I don't like it. You can have # systen 
of rampe of easy rises that would take care of most of the objections, I think. 
Go up in the air more and save people ailes of running around all day and wasting 
space and taking care of miles of corridors, and everything else, 


BRIGADIER GEMERAL MARTIN: Whe shodd control the general hospitals in 
the Zi? : 


BRIGADIER GENERAL BASTION; It should be under pert of the Armed Forces, 
whatever you want to call it. It should not be under the Army area Gommander. . 


BRIGADIER GENERAL MARTIN; What 19 your opinion as to utilising more 
pay te, physically handicapped or limited-service type ef personnel in hospitals 
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BRIGADIUR GENERAL BASTION: People have an ides thet hospitale can 
be run by morons and aay defectives that somebody else doesn ¢ want, Their 
proportionate share should be allotted to any mone of the interior installation 
and not from the standpoint because they are hospitals. 


BRIGADIER GENEHAL MARTIN; Were there too many frille and luxuries in 
our hospitale which adversely affected the desire of soldiers to returh to a duty 
statue? . 


BRIGADIER GENERAL BASTION: Yes. 
BRIGADIER GENERAL MARBIN; What can ve eliminated? 


BRIGADIER GENKRAL BASTION: Off the record. Yes, they did, but one 
of the things thet wae even as bed as that, if not worse, was the desire of the 
civilian pBysicians who didn t understand the problem to hang onto these people 
and a horviteal commander showld at least once a week go out and clean house, I 
believe that as long as the man is a patient nothing too much can be done for that 
person, and he should be treated as a patient; but the minute professional opinion 
comés along that he is better, he should go, then there should be « that's another 
thing, there should be some way you can get them out in 24 hours, or 48. I think 
that our business of sending them from here to there and other places, what do they 
call those places where they send them, where a few of thom went + well they didn't 
go back right to their unites, 3 


BRIGADIER GENSHAL MAKTIN: Rehabilitation. 


BRIGADIER GENERAL BASTION; Yes, and several of those. They hung 
elong the road too long. 


BRIGADIEH GRNMRAL MARTIN: What was the greatest cause of delay in the 
construction of hospitals in the Z1? 


BRIGADIER GENURAL BASTION: I wouldn't know, 


BRIGADIER GENERAL MARTIN; Would you faver at this time plenning for. 
the location of ZI hospitais leaving their exect sise for later determination? 


BRIGADIZR GENERAL BASTION: I would, yes. 


BRIGADIBR GENERAL MARTIN; Should general hoepitale be separate posts 
with complete control over all maixtenance, post housekeeping, and so forth? 


‘BRIGADIER GHW2RAL BASTION: Yes. 


_ BRIGADIER GESERAL MARTIN: Were doctors used too much in administrative 
positions in ZI hospitals} 


BRIGADIER GENZRAL BASTION: Hot in mine, but I “now of some where they 
were, That's up to the local commander, the local man in charge, That's up to 


the local commander, 1 don't see roblem  esagpagh 
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TRUB QOOPY EXTRACT (from address of Major General Albert ¥, Kenner, MC, USA 


13 May 1948) 


_  MASOR GENERAL KENNER; *°* "Ag to hospitalisation and evacuation 
policies within the ZI I have just one comment. I believe that cases 
that are known to have no military potential, just as soon as that is 
determined, should be turned over to some agency, VA, or somedody else, 
hecause they are of no use to the Army. They have no military potential, 
therefore why keep them for a year or a year and a half until they attein 
maxigum hospitalisation. 


BRIGADIER GENERAL MARTIN; To what extent can the partially handi- 
eapped, both officers and enlisted men, be used to staff hospitals in 
the 21? 


MAJOR GENERAL KENNER; I believe a board should be set up to review 
all of the disabilities now currently listed by the VA for the purpose of 
determining what type of casualty may be considered as available for duty 
in a limited status. \“e have some cases of residuals from wounds that 
preclude the individual's assignment back to his basic arm or his assign- 
ment to certain military duties, but will permit him to perform a very 
useful function in some other capacity. In that way we would be able to 
odtain the maximm utilisation of our manpower, "*eesse 


L. K. Pohl, Cotonel, MO 
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THUR QOPY EXTRACT (Letter, Captain H. D. Templeton, MC, USE 
dated 23 April 1948) 


eenee (I) HOSPITALIZATION AND EVACUATION POLICIES WITHIN THE COMBAT 
ZONS AND EVACUATION TO THE COMKUNICATION ZONE AND TO THE 


ZONE OF INTERIOR, 


Phe short period of time I performed duty in this country during the 
last war was entirely inadequate to make an appraisal of this subject. 
fhe Naval Hospital at San Diego no doubt carried a far greater burden of 
responsibility them was necessary. The large number of patients con- 
centrated in one institution created a burden of considerable magnitude 
for all departments and it is believed that had those patients been more 
evenly distributed to hospitals in the central areas, much congsstion 
would have been relieved and more beds would have been made available for 
incoming casualties. 


Much thought and consideration has been given the subject of establish- 
ing hospitals for one type of cases, and to a certain extent this idea was 
carried out as related to the care and treatment of battle fatigue cases and 
convalescent institutions for the war wounded, I believe that this subject 
should be reopened and given much consideration, because it is entirely 
feasible to staff hospitals with specially trained medical personnel, and 
no doubt more successfully treat and rehabilitate such type cases." se%0® 


\ 
5 
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Because of the broadness of its scope, this subject re- 
quires consideration of organization of the Army and Navy during 
the last war from top to bottom as it affected the operation of 
their medical services. Further, it is logical that the study 
should point out specifically what organisational measures are in- 
dicated to prevent the recurrence of the same errors that were 
made and the wastage of resources that thereby occurred. 


The evidence available for consideration has 

forth more definite comment concerning the basic need for a nore 
edequate organization for the control of the entire medical ef- 
fort in war than in any other subject considered. This is natural 
as the failures as well as the trials and tribulations of medical 
personnel in trying to do their jobs as they saw them during World 
War II stemmed in most part from the apparent general lack of im- 
portance given the medical service effort in all echelons of come 


e 


The Medical Departments of the Armed Forces have today 
a “directive from the Secretary of Defense to develop practical 
methods for the most economical use of all service medical person- 
nel and facilities, especially in peacetime activities. This Sub- 
committee has assumed its mission to extend thie directive te cover 
emergency situations of war, There can be no worthwhile resulte 


is only of the many teaknical and services that are 
necess a part of our machine.~ There can be no ine 
dependence of any service in the fighting team. Each service de- 


pends upon all others for ite operation and existence. All are 
suc « Because of this each service is cone 
identical preblene in staff relationships. Each 
must restrain its natural desires to be considered pre-eainently 
the most important. The very fact of mutual dependence should be 
to bring forth mutual technical and supply inter-service 
agreement that each of the services must be equally represented 
at the top and on each steff echelon. No implication is intended 
that all of the service functions in the armed forces do not need 
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coordinated control, especially in the legistics field. This control 
must be supervised by some staff action on each level which should be 
limited to soordination only. Full recourse to the Chief of Staff 
and Commander in objecting to limiting staff decisions must always be 
possible. It shouwl¢ never have to occur in properly selected staffs. 
The use of liaison officers to effect staff coordination is sound. 
However, practice has demonstrated that medical representatives when 
so used should retain their status as members of the steff of the 
surgeon in every case and not be assigned to general staff sections 
where they soon lose their identity and develop a critical control 
attitude of things medical. Caution is necessary in submitting rece 
ommendations that would imply special consideration for the Medical 
Departments without adding the definite implication at least that 
all other comparable services receive identical recognition. It 
might be summed up by saying that the attitude should be “what is 
good for one is good for all", 


There seems to have been lost in the cobwebs of time the 
lessons of histery wherein the lack of a proper medical service lost 
wars. It ean happen in the future and will if the Medical Depart- 
ments do not from time to time retrieve these lessons for the con- 
sideration of the nation, its armed foree commanders and the civil~ 
fan medical prefession as well. These days of uncertain national — 
wavering are most appropriate ones in which to concentrate our Medi- 
eal Departzent efforts in preparing our requirements of the future. 
To disregard the opportunity is to gamble with fate and worst of 
all, to fail in our responsibilities to ourselves and to our Ameri« 


ean people, 


. Sas. cost Socnne kav diuere Sous Gccslbel onl cnecaked 

from their beginnings without deviation from the fundamental that 
absolute authority and responsibility has to be and is vested in 
the Commander regardless of his echelon in the military heirarchy. 
Medical Departments in all their histery have never questioned the 
soundness of that basic principle and should net at this time in- 
timate in any way in action that because of the special conditions 
facing them at this tine for united effort that a supreme medical 
commander for all things medical in the armed services is justified. 
It 4s a certainly even if the future brings true unification of 
the armed forces the chief medical authority will still exist only 
, a8 a etaff officer to the supreme commander. 


Failures in application and serious wastages of medical 


resources occurred in World War IT in the Army within each of the 
service medical departments because of Maulty, unsound organisation 
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which was directed by the War Department. This must never happen 
again and action ia indicated to correct it, . 


Terns of the current law under which the three armed forces 

Operate demand that Medical Departments of the Army and Navy maintain — 
separate identity, It is pertinent to point out that the Medical 
Departments of the Army and Navy are only one of the many services 
which overlap in function under the current national defense estab~ 

. lishment and it is only reasonable to forsee the time when each of 
the other services will be called upon te follow the Wedical Depart- 
nents in studies to effect.coordimated effort. Methods by which 
more than the best possible coordination bstween the Army and Navy 
ean be effected in all medical fields and which require the amend- 
ment of current laws or new legislation for accomplishment are not 
considered pertinent to the present study. The Command decision now 
in effect by which the Medical Service for the Air Force continues 


failure that little and certainly insufficient coordination in the 
medical fields occurred between the Army and Navy during World War — 
II except on the lower levels when joint Army and Navy medical staffs 
were operative, This fact that fine ecordinated effort was possible 

and oecurred in lower echelons in joint operations indicates clearly 
the absolute need for some form of a joint medical Army, Navy and 

Air Force body to operate in this field on the highest echelon 
attainable under the laws. This level is the Joint Staff of the 

Joint Chiefs of Staff. There is no question but that this joint body 
must be permanent in nature beth in peace and war and that it must be 
established as a separate section of the joint staffs. There is sone 
divergenee ef opinion as to the sise and composition ef this seetion 
Some insist that the Surgeon Generals of the Army and Navy and the 
Air Surgeon must in being constitute the section. A sounder military 
organization which sets up a subsidiary steff conzisting of senior, 
qualified representatives of the Surgeon Generale concerned with 

eole, full time duty in the section is favored as more practical te 
effect its purpose and mission, The seope of the mission of this ses- 
tion should encompass every area and aspect of medical activities in 


efforts of the medical services of the ermed forces. Its duties 
should be expanded to devise as the result of service 1: 

and studies of suitable methods for the improvement in all medical | 
fielde, and procedure to enable each of the Medical Departments of 
the Armed Forces to carry cut in full ite specific mission in peace 
and war with the strictest economy of medical resources of 211 nature. 
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The membership of this section must be thoroughly indoce 
trinated with the obvious fact that each of the armed forces medical 
sections has a particular specialty in ite field which during war 
and oftimes in peace is the most important factor in rendering its 
particular type of service. In furtherance thereof in all of its 
planning it must insure that adequate provisions are made to sup- 
port these specialized service requirements, The fact that the 
section as planned would be composed of Army, Navy and Air Force 
personne] insures the equitable and desirable reeognition for the 
Gifferent problems cf each of the medical services as well as 
their protection from biased decisions, Only by this eoncept can 
the best possible use of a1] medical military resources be achieved. 
It ie most unsound to proceed further on the insecure basis as has 
been past practice that the attainment of the most economical and 
well coordinated medical effort ean be achieved through the casual 
meeting of extremely busy individuals who have other full time 
positions. This in itself can be conceivably cited as a ~~ of 
medical effort. 


Suggestion has been made that the Kedical Departments 
maintain closer liaison with the Information and Education Division 
of the Army at all echelons because of the importance of proper in- 
dectrination in maintaining mental health of the individual, Fxe : 
perience overwhelmingly indicates the value of proper indoctrination 
of all who play a part in wer, especially the fighting man. The 
Committee agrees that special effort in this field is needed to 
correct those failures in — War II. 


Various sources ‘ies criticised the part the dental staff 
officer played in World War II. Some advocate that the Chief Dene 
tal Officer in every echelon be given staff autonomy separate from 
the Surgeon. While not denying thet some instences did oceur in 
-this field which retarded the dental effort it is believed that most 
of the trouble srose from personalities and leck of confidence and 
leadership rether than the staff position traditionally given den- 
tal officers. To set up separate staff sections for each of the 
specialties cf medicine is unthinkable and indicates no change age 

the position of Dental Surgeons. 


Il. ELERENTS OF THE PROBLEM ¢ 
1. World War If Medical Organisation 
(a) Joint Chiefs of Staff level. 
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No provision was made during World War IT at this level te 
include medical suppert planning and direction for mobilisation or 
for any of the military operations that later enaued. This lack of 
information as to what was contemplated resulted in delay, waste, 
error, inefficiency and efforte of each of the medical services te 
protect its own interest. This subject is fully discussed in the 
preceding pages of this report. A solution is offered to prevent 
recurrence of this glaring deficiency. 


(b) War Department Level (World War IT) 


The Medical Department of the Army was relegated by an 
organizational directive which came without warning and which speci- 
fically prevented objection to a seetion of a newly created super 
colossus termed the Army Service Forces. The Surgeon General of the 
Army by this edict- became in fact the Surgeon General only of the 
Army Service Forces and as such was unable to supervise or control 
the medical services of the ground forcer and the Air Force compon- 
ents of the Army for which he was charged with responsibility by law. 
The volume of evidence that proved thia system of organization was 
unworkable and totally unsound is sufficient to demand that never 
again should the medical-military profession be hamstrung so com- 
pletely in the discharge of its legal responsibilities, The defense 
of that syetem that in the end the Medical Service of the Arny was 
performed superiorly during the war under ite auspices, does not 
justify the means used nor does it portray the constant friction, 
the many serious mistakes made, and the many actions that were 
necessarily taken by the Surgeon General in appeal to higher 
authority of ill-designed decisions of this agency. In the field ~- 
ef mobilization of its allotted medical personnel resources the 
Surgeon Generals of the Armed Forces must have complete autonomy 
to implement their plans if wastage is to be controlled, Staff 
coordination of effort is essential and should be accomplished on 
the basis of recognised competency of the involved service forces. 
Even when incompetence is patent, the control] and cure for it does 
not rest in close supervision, devate, questioning and disagreement 
over the requests of the involved services, When singled out by 
the laws of the nation with sole responsibility for specific duties 
it ie inconceivable that any service chief such as the Surgeon Gen- 
eral should be hampered in the discharge of that responsibility by 
strings of attachment to any other agency which has the autnority 
to make decisions adversely affecting the plans of his service. 
Either new legislation to place the reaponsibility elsewhere is 
indicated or cognizance of the provisions of the present laws in 
regard to medical responsibility should be demanded on the highest 


military level. 
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(c) Wavy Department Level 


The organization of the Navy on this level provided the 
necessary features to insure its Supreon Ceneral ani the Purean. of 
Medicine full control over its facilities to accept ite wertimne 
mission. The lack of criticism of its stucture is mute testimony 
that it was soundly conceived. There is much criticiem, horever, 
in the lack of liaison permitted by the Bureau of Medicine with 
the Raval War Plans Section of the Havel Staff. This epneered to 
be solely due to the refusal of the Chief of the Yar Plane Section 
to have a medical officer on his staff. As a result serious mis- 
takes were made which affected the efficiency of the medical ser- 
vice in all lower echelons. Theat this serious error can and should 
be corrected by proper command directive in the future is imperative. 


There hae been forceful representation made for the ese 
tablishment of a staff medical azection in the U. S. Marine Corps 
Headquarters. This ia needed to dsvelop and represent the medical 
needs for war in the operation of the Merine Corps. It is also 
recommended that a Department of Amphibious Medicine be set up in 
the Bureau of Medicine. Both of these sugeetions have a sound 
dasie and the Subcommittee feels that action in these areas is im- 
peretive as a means to overcome the difficulties encountered in 
the past war. 


(4) The Army Ground Forces 


This Agency was created during the mobilisation phase of 
World War II, Its steff was patterned after the wartime general 
ataff organization. It included a Medical Section whose Chief vas 
designated as the Army Ground Force Surgeon. This Agency was dese 
igned to permit centreliszed and specialized control over the ore 
ganization, mobilization and training of the Army Field Forces for 
use in the war. No special provisions were made for the carrying 
out of the overall responsibility of the Surgeon General of.the 
Army in this force, it being assumed that the Surgeon of the Ground 
Forces would effect the necessary liaison with the Surgeon General 
of the Army to prosecute the necegsssry modical recuirements. To 
the everlasting credit of the medical personnel of the staff of 
the Army Ground Forces it may be said that they cooperated in a 
superior manner with the Steff of the Surgeon Cenerals Office in 
_ promoting effective resulte in the medical field even though it 
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could have been correctly decided that the Surgeon General had by 
faulty reorganization of the Army been relegated to the same level 
as theirs in the Army Service Forces. The minor clashes of opinion 
that arose were inconsequential and are not worthy of comment. 


(e) Service Command and Naval District Level 


Severe criticiam has been elicited of the method by which 
the large medical training facilities of the “edical Department of 
the Army were operated under service command control. These facili- 
ties were at various times under the direct control of the War Dee 
. partment and at others wnder service commands, It is agreed by 
Medical Department officers concerned that they operated smoothly 
and efficiently only when under direct Kar Department control. 

When placed under service commands every conceivable difficulty 
arose. The most important of these were the diversion of authori- 
sed trainor and administrative personnel to other service command 
functions and the interference in training by incompetent non- 
medical staff agents. The Commanding Generals of these training 
centers found themselves without the means to acquit their responsie 
bilities in every case, It was argued that the Surgeon of the Sere 
vice Command should have represented the medical training centers 
at Service Command Headquarters. That this did not work has been 
amply demonstrated, All favor the direct. control by.the Surgeon 
General in the future of all large medical training facilities to 
avoid the serious infringemente of authority and the constant 
wrangling that occurred in past practice when they were placed under 
area commanders who proved themselves unable to supervise medical 
training in any field. 


There was little criticism elicited in the field of staff 
or command interference with the Medical Department of the Navy in- 
etallations within the Naval Districts of the United States. It is 
believed that much less interference occurred and no constructive 
eriticism can be offered to better the organisation in the future. 


(¢) Theater of Operations Level 


Serious difficulties arose in the Army in several Theaters 
of Operation because of the practice of relegating the Chief Surgeon 
to the 8.0.8, after the pattern of the War Department in the Zone 
of Interior, There was such restriction thereby placed on his 
supervision of Ground and Air Force medical activities. It was 
partially overcome in some instances by personel acquaintanceship 
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factors. This brings out forcibly the fact that any plan or organi- 
sation which depends for success solely on personalities is unsound 
and needs correction. The medical sections on any level must be 
separate entities on the highest staff in the future if we are to 
discharge our responsibilities in full. The morale factor and 

- henee efficiency in the lower medical echelons ie directly affected 
by the position that the medical section occupies with respect to 
authority on the highest level. : 


The evidence reveale that the cooperation in planning 
and in joint utilisation of medical facilities in the various 
theaters was exceptionally good. The relationships were cordial 
and mutually effective in producing desirable results. 


. Om the Navy side there is nothing quite comparable to 
the organisation of the Army for a Theater of Operations in the 
Medieal Field, Naval medical facilities afloat and ashore were 
controlled in acceptable fashion from all reports except that 
severe criticism is given in the priority of construction of 
medical installations ashore in several instances. The facts 
show that ice cream factories and officers clubs were constructed 
in some areas prior to the hospital facilities, which had to 
function in the tropical mud fer long periods because of this 
practice, It was similar to the experience in the Army that 
hospital construction did not receive the priority or importance 
it demanded. 


Bvidenee shows thet it was not until late in the war 
that Navy line commanders in the large fleets accepted medical 
staff officers and it appears that often severe hostility wae 
encountered even then. Medical planning at the high level sufe- 
fered from this practice and as a result most of the serious 
medical errers occurred in amphibious operations. There can be 
no question as to the necessity for changing this attitude, in 
the future if the same errors are to be prevented. Discussion 
of the need of further indoctrination of line Navy officers in 
all medical fields is contained in another section of this 
report. 


Late in the war combined Army and Navy staffs afloat 
on the highest level produced excellent results, This demonstrates 
the necessity fer close coordination and cooperation in joint 
operations. It must be made the practice early in the future, 
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(g) Field Army and Task Ferce Level 


Nothing but the highest praise can be given to the opera~ 
tion of the medical service on the field army level during the war. 
The Army Surgeons were wmhanpered in the discharge of their duties 
from beginning to end. This resulted from the confidence placed in 
them by commanders and staffs with whom most of the surgeons had been 
trained in Army Service Schools, 


On the Navy side it was not until late in the war that 
surgeons were accepted by task force commanders. The record is 
replete with pecrininations of the attitude and actions of the 
commanders and staffs for their hostility to the medical representa- 
tion, The withholding of information as to plans and the overriding 
and disregard of medical requirements by task foree commanders forms 
an ignoble page in the history of naval operations in the Pacific. 
The corrective action is plain. Sufficient training of Naval line 
and Naval medical officers in Medical Department matters is impera- 
tive if they are mutually to acquit their responsibilities more 
fully in the future. 


TIT. CONCLUSIONS 
The Committee concludes: 
1. That the organization of the War Department in World War II was 


seriously faulty in thet it relegated the Surgeon General of the Arny 
to an inferior level in the Army Service Forces which prevented hin 


“as the head of the *edical Department of the Army from discharging 


hie legal responsibilities in full, 
That this mistake should never be made again, 


That action to lay the groundwork for its prevention in the 
future is indicated now. . 


2. That little or no coordination between the “edical Departments 
of the Armed Forees occurred on the highest level during World War 
If. 


That under the terms of current laws the Medical Departments 


of the Navy and Army must remain separate. 


That because of this the fullest cooperation and coordination 
of their efforts must be accomplished continually in peace and in 
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That because of the uncertainty of the future and finel status 
of the medical service of the Air Force, it is necessary to include 
for the time being representation of the Air Surgeon in joint medi- 
cal matters, That under the lew this can only effectively accomplish- 
ed by joint Army, Navy and Air Force medical representation on every 
level in which the problem needs action. 


That at the top level this can best be accomplished by the creation 
of a joint medical section in the Office of the Joint Staff of the 
Joint Chiefs of Staff. 


That the need for action to accomplish this is imperative at 
the moment. . 


That the present Joint Committee on Medical and Hospital Services. 
of the Armed Forces now sitting on the Secretary of Defense level — 
should continue in until some permanent arrangement for its 
Punctions is casttieel, 


3. That insufficient importance was given in the Navy Department 
to its medical effort in planning and in execution of its amphibious 
operations. That actual hostility of navel commanders to medical 
representation on their staffs exhibited a grees defect in the NOny, 


systen,. 


That to prevent the serious errors of World War IY in the future, 
aggressive action by the Surgeon General of the Navy to stimilate the 
necessary corrective measures is imperative during these peace years. 


4e That coordination between the medical services of the army , Navy 
and Air Force in Theaters of Operation, especially in the final days 
in the Pacifie was most noteworthy and deserving of emulation in the 
future 


5. That control of all training activities of the Hedical Departments 
in times of war by the Surgeon Generals concerned is sound and eseen- 
tial to produce the best results. 


That adoption by the Army for its Medical activities of Navy meth~ 
eds ae presented by Navy General Order 245 for contre) and operation 
of medical facilities in the Zone of Interior is indicated at once. 
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That such action will prevent the interference experienced 
during the war from Service Commande, 


6. That in same Theaters of Operation relegation of the Chief 
Surgeon and his medical section to the staff of the §.0.5. hampered 
the medical effort and is unsound. 


The Comui ttes recommends: 


1. That action be teken at once to create a joint Army, Navy, Agr 
Force medical section in the Joint Staff of the Joint Chiefs of 


Staff level. i: | 
2. That the present Committee on Medical and Hespital Services at 
Secretary of Defenses level be continued until the action in (1) 
above is consummated. — ; 


3. That action be taken by the Surgeon Generals of the Arued Forces 
by proper staff methods tos 


Be Asaure their position in wars of the future om the 


RESTRICTED! 


b. 


4. That action be tal:en by the Surgeon General of the aby by proper 
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Assure the position of Chief Surgeons in Theater of 
Operations on the Proper staff level. 


Press the adoption by the Army and Air Forces of the 
Navy system of supervision and control for their 
respective medical snataliahions as prescribed in 
Navy General Order 2/5. 


ataff methods toz 


Be 


be 


Ce 


Assure the proper indoctrination of the Navy Command 
on all levels on the importance of the medical effort 
and the nedeasity for the use of medical staff repre~ 
sentation on all levels, especially in forces coor- 
dinsting amphibious warfare. 


Aasure the creation of an amphibious medical section 
in the Bureau of Medicine of the Navy. 


Assure the establishment of a medical section in the 
headquarters U.S. Marine Corps. 
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RUN COPY EXTRACT (Letter from Brig. General Roy C. Hefledover, USA (Ret.) 
dated (undated) ~ received 30 April 1948) 


eneee #3, My experience during the late war was confined to three and 
one-half years in command of the Medicel Training Senter at Camp Barkley, 
Texas, which also included a Medical Administrative Corpe Officer Candidate 
School; and epproximately one year in command of the Hospital Center at 
Camp Butner, Korth Carolina. Consequently, my experience does not justify 
comment on many of the questions referréd to in your letter. Further, 

the necessity of making an immediate reply does not permit the time neces~ 
sary for full consideration of all the matters which f211 within the scope 


of my experience. However, comment is made on these deficiencies or 4iffi- 


culties which in my opinion are outstanding. 


in both the installations commanded by me I feel that the greatest 
Gifficulty enogantered was due to the fact that these purely technical 
inatallations were made a part of the Service Commands and 41d not function 
Girectly under the Surgeon Generel. 


4, Tae training center at Gamp Barkley was activated on October 2, 1941 
and, at the tine, was a part of the Bighth Gerps Area (later the Bighth 
Service Command). In Becenber, 1941 the Center was removed from the Corpa 
Area control and given the status ef an exemted station. A year later it 
was placed back under the Bighth Service Command except for the promigation 
of the training doctrine, the training progrem and the selection and assign- 
ment of pervonnei. Four months later, in April, 1942, the personnel was | 
pat under the Bighth Service Command, and one wonth later the supervision 
of training, but not the training doctrine and training program, was releas- 
ed by the War Departuent to the Eighth Service Command. Thus, there was 
ample oppertunity to observe the advantages and disadvantages of both 
systems, one while under the direct ceutrol of the War Department and the 
other while under the directs control of the Service Command. ‘This experi- 
ence proved conclusively that functioning directly under the Var Departuent 
wade operations far less difficult than when the installation une under the 
contrel of the Service Comsand, 


5. The training program was prepared by the Surgeon General under 
the supervision of the Training Division of the Army Service Ferces, and 
when operating directly under the control of the War Departaent interpre- 
tations of this program and of other basic direstives were unde by the 

general of the Center who was a medical officer. On the other 
hend, when under the Service Command, interpretations were frequently made 
by officers in the Training Division at Service Command Headquarters vho 
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were line officers and not versed in Medical Department tactics and 
technique. As one outstanding example of the latter may be mentioned 

a criticiss of the training at the Center at Camp Barkley by an inspector 
from the Training Division at Service Command Headquarters. In an 
official report he criticised the training as being deficient in regard 
to the proper conduct of advance and rear guards, special emphasis being 
laid on the fact that flank patrols were not posted. This is conclusive 
evidence that the inspector was entirely uninformed as to the Medical 
Department training program. Rear and advance guard tactics belong to 
the combat arms and sre not executed by wiarmed Kedical Department 
organisations. In order to protect columns marching along the road 

from motor vehicles, it was required that ali such colwams provide for 

@ small party to march in advance and another to march in the rear of the 
column to be on the lockout for and to warn against approaching sotor 
vehicles. It wae this that the inspector in question ePriticised as 
faulty advance and rear guard action. 


6. In a Training Genter there is nothing of more vital impor 
tance than the sufficiency and quality of the officers and men who 
constitute the permanent cadre and are responsible for the training. 

While under direct control of the Yar Department there was provided an 
allotment of officers and men hy erades which was ample in numbers te 
properly perform its fimction, and it was possible te maintain the 

desired quality of the personnel, In April, 1943 when control of persennel 
in the Center was transferred to the Service Command, the War Department 
increased the allotment of personnel to the Service Command by the mumbers 
and grades which it had previously alloted the Training Genter. Generally, 
the Service Command vontained allotments similar in mumbers and grades, 
but extreme difficulty was experienced in promoting men of the Command 

to the grades provided by the allotment authorised by the Service Jommand, 
and it was never possible to get all of thepersonnel provided by the 
allotment. The status of allotments and existing strength of officers 

and men at one peried in the histery of the Center is shown delov. 


COMMISSIONED OFFICERS 

Allotment of Actual Strength 

2 dane 1944 30 June, 1944 
Colonels r 3 
Lieut. Cole. 2 1 
Majors 84 . 238 
Cap tains 200 184 
ist Lts. 222 163 
and Léa. whee as 
740 602 
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BALSTD 
Allotment of Actual Strength 
Grades =i‘ié2:s« mtg, 1944 30 June, 1944 
ist 101  ] 
ma 33 30 
ara . 160 : im 
4th 715 543 . 
5th 1,254 872 
6th 432 382 
7th 399 680 
3,094 2,667 


7. The resuit of the foregoing was conducive of extremely poor 
morale both among commissioned and enlisted personnel of the cadre. The 
allotment made provisions for colonels te command regiments lieutenant 
selonele to command battalions, etc., but it was necessary to have 
ligatenant colonels command regiments and mnajers command battalions, and 
in some, cases lieutenants te command companies. Recommendations for the 
promotion of officers fully qualified, in spite of the fact that there 
were ample vacancies in those grades. The seme was true of enlisted men, 
and frequently an excellent sergeant (4th Grade) was the let sergeant of 
the company while the same position in other companies was held ty en- 
listed men of the let grade. Thus, it can be seen thet although the - 
War Department had carefully prepared allotments for training centers 
and aided these allotments to the strength of the Service Command when 
the latter was given control of those centers, the centers thenselves 
aid not receive what the Var Department considered necessary for their 
operation but the higher ranke and grades went to other places within 
the Service Command. If, in future emergencies, training centers are 
placed under the jurisdiction of Service Commands, it is believed that 
efficiency demands that the “Yar Department provide a table of orgeniza- 
tion or an allotment of permanent personnel by Rumbers and grades and 
require that the Service Command adhere to it, **°** 


11, My experience at the Hospital Center at Camp Butner, North 
Carolina, in regard to difficulties incident to operation wider the. 
Service Command were in general similar to those at Camp Barkley, In 
the beginning the Hospital Center was ordered te “operate as an integral 
activity of the 1460th Service Command unit personnel assigned to all 
activities" at Camp Butner. The commanding officer at Camp Butner was 
to provide all technical and supply services other than Medical Depart- 
ment for the Genter. The commanding officer of the Center was to be 
Fesponsible to the Service Command "for all matters pertaining te the 
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14, The foregoing would seem to again conclusively prove that 
-with responsibility there should go the roquisite authority and the 
means for the carrying out of the assigned function. 


15. The argument in regeré to the control ef technical instal. 
lations is an old one. My own experience during the past war in commené- 
ing the largest training installation of the Medical Departazent, and in 

of ome of the largest hospital centers confirms me in the 
belief that Medical Department installations ef this type will eperate 
more efficiently and more sconomically in all respects under the direct 
control of the War Department, and thus in effect under the Surgeon 
General, To interpese detween the Yar Department and these installations 
a Command whose heads are not technically trained makes for greater 
difficulties in operation and in my opinion for lees efficiency. It may 
be argued that the Commander of the Service Command has on his Staff a 
Medical officer who can advise and assist him in the operation of Medical 
Department establishments. In my own experience at Camp Barkley during 
the more than two years that the Center functioned under the Service 
Command, the Service Command Surgeon never made an inspection of the 
Center nor did more than on one or two oceasions pay a brief visit te 
my office. Thus, he was certainly not fully familiar with the problems 
existing at the Center and not qualified to give proper advice if it 
were sought, "*eee8 
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EXTRACT OF SxATEMBNTS MADE BY CAPT. B.R, HERING, JE., (MC) USH om 22 APRIL 1966 
AT INTERVIEW WITH SUBCOMMITTEE ON THE EMPLOYMENT OF MELE TARY MEDICAL RESOURCES, 


eeeeeer J, "The other major deficiency, I believe, was inthe lack of a central- 
ised doctrine which eminated from higher authority which might serve to back up 
our medical officers on those staffs, and give more authority to their desires . 
regarding plamaing. Ry that I mean, we might wish to have certain medical fac- 
filities available, but many times cur desires were overridden by rather wn aye 
pathetic task force commanders. 


One glaring deficiency is cur absolute failure in the matter of pre- 
ventive medicine -—- and it is a basic arrer that has not been corrected -— anid 
that is with the actual fighting troops themselves. Mow I refer to the Marine 
Corps, who have very few service elements. fhey realise their efficiency, bat 
the fighting man cannot do sanitation as he fights. And while the establish - 
ment of malarial control unites was a fine step in shat it teld ue what our prob- 
lem was, we had no personnel to ¢arry out the recommendations. It was attempted, 
in various ways, to take sare of this matter. 


Eventually the CB's were increased, and we were susposed to get these 
men for training and for actual operation in the field. However, their primary 
fanetion is read building, airport construction, amd so on, and that primary 
mission overshedewed their sanitary employzent and preventive medicize empley- 
mont; and we just didn't have the preventive medicine that appreached the preblen 
whatcoeger. We got every disease that Game along. 


Farther than that, I would like to shew you a decument from the Chief 
ef Naval Operations to the Commander in Ghief of the Atiantie Fleet regarding the 
offshore evaguation casualties. I was allowed to comment on this plan, and ay 
comments were as strong as I could make them, They were completely dieregatied. 


fhe necessity for Hedical Representation at Joint Ghief of Staff level 
as Permanent Advisers te the Secretary of Defenses. That, in my opinion, is sush 
@ necessity that it is almost obvious. We have just got to have it. 


| Previsien of a Gonstant and Firm Policy Directed by the Secretary of 
Befense to Insure Direct Gommand Level Medical Staff Representation throughtout 
all Behelens of the Armed Forces. At a level like that, I could omly cay that 
the nesessity to me is just obriens. It has got to be thers. We in the field 
would have our morale go up 1,000 percent if we knew that we were represented. 


FY “ational Registry of all Physicians as licensed by State or ferri- 
tery for the Practice of Medicine and Surgery. Along that line, ac it affects 
me in my employment in the service right now on the jod I have, this Registey 
would certainly serve a grea? purpese. 


General relaticaships with other branches of the Arnued Services rele 
ative to medical planning and requirement. ‘The very name joint operations re- 
fere to amphibious forces, whiek is a joint operation between the land end cea 
forces. Our medical planning must be coordinated with that of the aray. 


I ean give you example After example of that, but 14 would just be 
repititious where 1% wasn't earried out. and, that ie my argueent for thie 


joint beard on amphibious aatters. Pe 
i ee 5 
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EXTRACT OF STATEMENTS MADE BY CAPT E.R. HXKING, JR (MC) USH ON 22 APHIL 1948, 
AT THPSAVI ey WITH SUBCOMMITTEE ON THE EMPLOYMENT OF MILITARY MEDICAL RESOURCES CONT, 


In my arguvents in regard to a strong departzent of amphibious medicine, 
which should be a joint representative beard, 1% would have the follewing functions: 
it would serve as a central ageney for reception of new developments of amphibious 
aes and would be the promulgater of such ee * an a malfors doctrine. 


4S lot of this overlaps, as you understand. Right now ‘the desleins is 

going back instead of going forward. Maybe my feeling is wrong, but I feel that 
I am all alone in this branch. I can see no improvement; I can see nobody else > 
going forward on it. If it isn't going forward, then I just feel that 1 am wast- 


This joint beard will advise on the overall planning of the medical re- 
quirements for any contemplated operation, the strategical planning. fhe tactical 
planning should be l<ft to the astual personnel who are going to execute the 
operation, bat the strategical picture should be left in the hands of a joint beard. 


I feel that this beard shewld certainly supervise the training progran. 
First they have to set one up, then supervise it. And they should certainly have 
sege say as far as the aseignment of personnel te amphibious forces, so that we 
will be assured that at least some trained personnel will be there to execute 
whatever plans are made. This beard should, further, maintain careful cognizance 
of the state of readiness of the amphibicus units. 


I have covered that before, in the matter of inspections of Beth the 
forces afloat and ay perticular unit. 


fis deard should be at a level which would allow it te have a part 
in the overall planning and it should also be at a level where it could keep 
its feet on the ground and maintain contact with the tactical ferces. 


I feel that ell the detailed work that needs to be done in the field 
af this kind, in the planning and preparations, that it possibly would over- 
varden one medical officer at the Joint Chiefs of Staff level, and that in : 
view of the fact that the responsibility for amphibious warfare devel opment 
has been assigned to the Marine Corps and that the initial impact of casual ties 
mast be taken care of ty the forees afloat, that this beard should be at the 
bureau level, and preferably in the Bureau of Medicine and Surgery. However, 
it must have representation, or close lisison, with the Army and = Forces 
fer the reasons previously given, **#?9essseres 


ee ® 
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TRUK EXTRACT COPY: (letter from Colomel Richard T. Arnast, Rate 
dated 19 April 1948) 


anne j» There should be no distinction between the Arayy Navy and 


Air. All showld be one. The sdministration records and forms 
utilized should be wniform for all branches and no distinctim 
mdé between them, ‘Much overall personnel could be saved in 


this mamer,. Medical plaming mst -be coordinated by the surgeon 


of the major branch who has a final say in case = eee 
on any set plan or requirement.” tHE 


— Lk g At | yas 


Colonel, U. 8. Aray 


SRUER COPY EXTRACT (Ltr Capt. B.R. Hering (NC )USN dtd 17 Dee 47) 


eeese J, “Lack of Medical Staff in Marine Cerpe Headquarters, Many directives 
had a definite Dearing on the Medical Corps indicatéd elearly the lack of con 
sultation with a medical officer trained in amphidious medicine. This was 
especially true of logistie directives, I gan recall quite clearly thet while 
a Qirective from MarOorps called upon the Sth Corps te rehabilitate one div~ 
ision plus a reenforced regiment following the Tarawa engagement, not one 
unit of fidld medical equipment was available in the Naval Medical Supply De- 
pot in the Hawaiian Islands. A further example in peace time will suffice to - 
show the need for such a medical staff. In February 1946 Marine Corps Head- 
quarters was ordered by CHO to form a Brigade and have it ready to embark for 
a‘trouble zone in fourteen days, Wot until eight days later was I erdered to 
Marine Corps Headquarters to organise the Medica] support and on reporting 
over to the Bureau, I found that not one step had been taken to either oder 
personnel or supplies, in fact, nobody had heard of the prepesed organisation, 
In ah effort to correct the above deficiences and to bring the Amhibious and 
Field Medical Serviee to a position where i1¢ can rapidly expand into a well 
organis:d, trained and equipped department in time of war, the following ree- 
ommendations are made; Retablishment of a Departzent of Amphibious Medicines 
in the Bureau of Medic cs and Surgery on equal parity with Flight and Sub- 
marine Medicine, This departuent would be responsible for making recommends= — 
tions as te the assignment of personnel to Amphibious and Marine Corps Forces 
the coordination of development ef equipment and doetrine and serve as a clear 
ing house for ideas and recommendations soning from foress in the field. ). 
Retablichment of a Medical Staff in Marine Oorps Meadquarters, This staff 
would be responsitle for advising the Commandant on aatters — on the 
‘medical Geparirent with the Marine in the field. 1% would the Bureau . 


RESTRICTED] oe 


RESTRICTED 


Suu. COPY EXTRACT (Ltr Capt B.R. Hering (MC) USH, dated 17 Bee 47) CONTINUED; 


informed of any contemplated change in policy or organisation in the Marine 
Corps. It would keep the Katcrial Division advised on legistic matters and 
overall supply requirements. It would further be responsible for ingpect- 
fon of the medical forces in the field in conjunction with the A&l Depart- 
ment in Marine Corps Headquarters, *eeeeess as, a oe 

RE fAVER 


LK, POHL Colonel, KO 


| RUS COPY EXACT (Ltr Capt M.S.Mathis (WC) USH, Dtd 6 Kay 48) 


_ eeseasese J, “Coordination in planning for procurement of supplies and equip- 
ment is essential if there is to be equitable distribution. Coordination in 
planning for distribution of supplies proved to be practicable between Army. 
and Havy Medical Supply Depots in Pearl Harbor. Goordination in planning 
proved to be prae icable between Corvallis Haval Hospital and Gamp Adair in 
Oregon. Camp Adair deactivated when the Navy took over the hospital. Later 
$& reactivated to between 20,000 and 25,000 troops and again deactivated just 
prior to decommissioning of the hospital. Hany of the utilities such as coal 
docks, water suoply and purification, sewage, cold storage and electrification 
were under control of the Army with certain portions assigned to the hospital 
for administration. Helationship was cordial and no difficulties were en- 


countered, teeeeeses 
Kel 
: LK. PO ny Colonel, xo 


| 
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“TRUE COPY (Extract from Ltr Alfred We Eyer, Captain (30), USN, 17 April ee 


auanw® (4) Gereral relationships with other branchésof the Armed Services relative 
tw medical planning and requirement. 


Medical planning. and procurement of requirements of the Armed Services should be 
as fully joint as practicable functioning will permit. This applies to the Lureau 

le Joint Chiefs of Staff level and the Theater Commander lever, It is antici-~ 
pated that the mere knowledge of "what the other fellow is proposing to do" will do 
much toward eliminating reduplication of effort and confusions 


Further, planning on the Bureau level should éncompass joint utilisation of 
eivilian facilities potential in ——— emergency lhe © eeceteit 


TRUE COPY EXTRACT (Latter, Dr. Russel V, Lee, dated 18 April 1948) 


aaene © (4) Sener et Pare Seeses =: tier Temecheg of, We Braid Ber 
vices relative to medical planning and requirement. 


"In the medical service there is the most urgent need for a truly unified 
service. There are no essential differences between the problems in the three 
branches. Allegations that service on a ship, or with a squadron of aviators, — 
ie a epecial thing is largely bosh inspired by desire to preserve ‘empires’. 

There should be one system of hospitals, one supply table, one uniforn, one 
set of physical standards, in short, otie medical service," ##s 


co 


8 
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TRUE COPY (Extract from Ler Gol Harry G. Armstrong, MC, 16 April 1948) 


(1) Defects: 

. (a) Inadequate staff planning. 
(b) Jealousy between branches. 

(2) Remedies: 


(a) Medical officers better trained in staff duties. 


(b) Unbiased civilian boards to establish medical 
requirements for the various services." FRE 


P33 EF . 


Me 


Colonel, 


TRUE_GOPY EXTRACT (Letter, Captain J. H. Robbins, (MC) USH 
dated 26 April 1948) 


sanee ©4991 Force and Area Medical Officers should be assigned te 
duties on the Staff directly under the Force or Area Commander and 
not as a sub-department under one of the sections, This is of vital 
impertance when planning new campaigns., as the Force Medical Officer 
should be placed on the highest echelon level in erder that he can — 
plan andq@ordinate all medical departments.” ##t## 
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TRUE COPY (Extract from Ltr We He Michael, Rear Admiral (mC), USN, Retired) 


wHHHt *In the hostile atmosphere in which I found myself in the Seventh 
Fleet, I was not asked to be present at operational staff meetings and 
had some difficulty nlaming logistics, This defect was in most part 

corrected by information I obtained fran the Amy Medical, Department.” 


YE . < 
a4 nati A 
° * : 


TRUE COPY REYRACT (Letter, Colonel John A. Rogers, NC, USA (Ret.) 
| dated 19 April 1948): | 


senee "J, General relationships with ether brenches of the — 
meG ¢ . fe i ae Ve BS Be@0) & Planning end Reaviremant. The 
placing of the Surgeon General of the Army on the staff of the 
Commander of the Service ef Supply was a very sericus handicap. 
This also occurred in the European Theater. During the training 
and eoncentration peried in England and the planning period prior 
to Deday, the Theater Surgeon was on the staff of « subordinate 
comender. This made fer uncertainty in relationships which was | 
overcome by mutual cooperation but not through commend chamels. 
The same applied on the Continent where the Theater Surgeon was 
on the steff of the Commander of the Communication Zone. That it . 
worked was due to mutual acquaintanship and appreciation of needs. 
. 3% is believed to be faulty organisation. This statement is made 
with full knowledge ef the fact that it is the desire of the con- 
wander to be relieved of aduinistra tails.” sone 
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TRUE COPY EXPRAG? (Letter from Dr. Wm. C, Nenninger, Topeka, Kansas, 
dated 22 April 1948) 


eeeee "(§) Certainly in the case of the army the Surgeon General oucht 

to be at a place where he can assume his full responsibility for the 
health of the army. He can't do this as the Chief of an Army Service 
Force and therefore have no direct authority over the Ground Force or the 
Air Force. if we are going to have a Surgeon General of the army then he 
has to be in a position to exercise his authority. Even many of the other 
aras of the service in the Army Service Forces was commanded by a three 
star general whereas the medical forces never had but a two star general, 
fo those of us in the field of medicine this seemed grossly out of line. 
My impression is that it is still true. On what basis should the Inspector 
General have three stars and the Ohief of all medical and health services 
of the army have only two? *9*98 . 


e608 Apparently there was considerable autonomy in the interpretation of 
regulations which may always have to be the case. In thie instance I 
refer specifically to the refusal of certain large areas of command to 
aocept recommendations for a section 8 discharge. At one time one of the 
Service Commands decided that 1% would review every case of discharge for 
psychiatric reasons with the result that one particular camp built up a 
backlog of 4500 men who should have been discharged. Some person at high 
levels ought to de able to stop such nonsense, "4999 : 


TRUE COPY EXTRACT (Letter from Dr. Wn. C, Menninger, Topeka, Kansas, dated 
29 March 1948) | a 


sexe ™(10) A mich closer liaison onght to be established between the 
medical department and the I and E Division on the basis that motivation 
is an extremely important factor with regard to mental health,” #1 


Jag RSA ¢ 
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TRUE COPY EXTRACT (Letter, Captain Robert M. Gillett (iC) USN 
dated 15 April 1948) | 


“tet @Adequate medical representation of the other services on 
staffs was not uniformly permitted during World War II. This led to 
hard feelings and misunderstanding which should not have existed .* 


TRUECOPY EXTRACT (Letter, Captain Levis T. Dorgan (MC) USK) 


wanne ”(5) Gonera) relationships with other branches of the 
"This has been touched upon under other headings. 
w 


®(1) All Medical logistics should be joint service with definite 
responsibility designated to the Army fer all “edical stores and 
‘ hospitalisation ashore, and to the Navy for those activities afloat. 
'"(2) Surface evacuation of wounded should be in fest ambulance 
ships under Ravy Control. 
7 =(3) sepetees abos of the present type could be dispensed with 
entirely; if they are kept, all should be wider Nevy Control. . 
"(45 Air evacuation of wounded should be utilised whenever 
possible. It should be an independent organization set-up and opera- 
ted by the Air Ferce.” SH 


613 
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TRUS COPY TCTRACT (Letter, Cactain imett »). Hishtower (MC), U, o, Navy 
, @ated 21 Avril 1Iph8) 


went "(4) Close liaison shovl be maintained between all tranches of 
the armed forces relative te wedical plaming. Tis sheuld bein with 
the hichest ec.elons and should apply not cnly to plannin. for casualty 
care, coivat landings and operationg, 2ut also to cvacuaticn policy, 
rear area scespital facilities and all uther nedical service requirensnts., "ene 
PRORO Two major problems confront military sedical services - =~ the first, 
treatment of wounded men and tieir return to duty -— the second, illness, 

Since scasoned and well-trained scldiers and sailors are cf inestinably 

more value tian raw recruits, and cince vanpover is always limited, it is 
imerative that the aedical services shorten the healins process and 

reaun to duty of the womded, and effect hygienic, preventive and epidem 
olcgic moagures to redice casualties from disease, 

"Hedical services furnished mst be based on the foregoing concepts - = 
treatment of casualties, and prevention cf disease, Careful plannin;: is 
the corneregtone but, in addition, there must be flexibility of mind in 
military conmanders and elastic orrsanizations to sanction methods wich 
evolve increasingly rationsl and effective care of the wounded, The con- 
centrated experience and the accelerated activity that accompany war, per= 
wit a mere rapid evaluation of methods and procedures, Measures which 
prove ineffectual can »e discarded, and those found efficacious’ just as 
quickly expanded, 

“Medical Officers selected for the 40b of Fleet and Ferce ‘ur: ‘eons 
should be carefully chosen, Certainly they should be faailirrized with 
the intricacies of staff work, either by special courses of instruction 
or by attendance at the Naval War College or cther Staff Colleces prior 
to being assigned, They should be civen more authority and latitude, 
particularly in the sphere of personnel assignuacant, in order to nore ef- 
fectively and expediticusly sclve problems arising in their theater of 
war, In the last war many HNedical Ufficers were assimed to staff jobs — 
without much idea of the implications of the position and were hampered 
in the proper perfarmance of their duties, They were indeed fortunate 
if the Admiral possessed a flexible mind and was sympathetic toward the 
problems confronting those concerned with the care of casualties, but 
such was not always the case, A staff Medical Ufficer, of necessity, 
mist be energetic, tireless, and tactfulg in addition, he must have ao- 
cess te all matters under cunsideration in the Plana and Operations 
Sections of the staff in order to write the Hedical Annex of Operation 
Plans for attacks on the enemry. 

*I believe that, in future emergencies, Inspectors of Medical Depart- 
nent Activities should be in constant touch with responsible medical de~ 
partiaent personnel in the fcarward areas, An inspectim trip can be made 
and plans and policies fummilated, put, however, the tactical situation 
can chance overnicht and obviate procedures already outlined. The Inspector 
should be attached to the dtaff of the Area Co.mander in order to enable 
him to have the authority to expedite chan;;es in plans and policies as the 
need for chances arises, For example, Advanced Base Hospitals could be 614 
shifted by his order, when the obvious need became apparent, without the 
necessity of obtaining fureau @opravel." snes ZL 
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TRUE COPY (Extract Ltr i.e C. Stayer, Major Generai, Ue S. Army, Retired,18 Apr 48) 


wun" (j) General relationships with other branches of the Armed Services 
relative to medical planning and requirement. 


It ig my firm belief that there should be close coordination 
between the Armed Services in medical planning and require- 
nents. In the recent World bar, there was very little, if 
any, coordinated planning by the Armed Services, at least in 
the Theatre in which I hapoened to be. This caused great 
duplication in construction, persormel and material ."wri# 


REGS = 9 ae 


THU EXTRACT Cory. (Ltr Brig.Gen.Gyy B. Denit, KC, Surgeon, dtd 13 Apr 48) 


coer J, S2¢t seems to me imperative that we take a lesson from the way the 
medical service of the country was orgenized in World Wer I, That lesson 
is vividly described in a book written by Dr. Franklin Martin. His position 
in the national defense »rogram was of such a character th t he vase able te 
approach not only the Secretary of War but the President himself on vital 
matters affecting the médical service of the country and the Armed Forces. 
Therefore, our first approash should be to make certain that a Medical Seo- 
tion is established on the Wational Security Resources Board and that the 
head of his Kedical Section be a man who is of euch prominence in the med~ 
ical world as to be known not only to the Security Board but to the Presi~ 
dent. Likewise there should be a Medical Section on the Joiut Shiels of 
Staff. If the Cilef Medi-al Officer ef the three armed services hac not 

had broad experience and extensive education in medico-military administra- 
tive affairs, he should curround himself vith those mombers of his services 
who have been educated in our var colleses, general staff achools and the 
like. A womber of the faults of the medical service in the past resulted 
irom the fact that the War Department did not have eonfidence in the communti« 
cations and recommendations which reached 1% from the Mediaal Department. 

It 4» essential that the officers of the administrative and technical 
services be known to and have the confidence of the staffs of the higher 
echelons of comand With which they deal. fhis in order that their recoe 
mnenfiations may receive serited recognition without toe muep wrangling. 
Likewise 4% is essential that officers dealing with General Staff officers 
have educational advantages along General Staff lines comparable to the ~ 
officers with whom they deal, * es¢++e 


/ 


Be oq au 
RESTRICTED. 


RESTRICTED 


SBUR COPY Bxrmacy (Letter, Captain H, D. Templeton, MO, USE 
dated a April 1948) 


eevee *( J) mang EULASTONSHIPS bag — a = THs ARMED 


“On every occasion I found that the vest relationships existed with 
other branches of the armed services. ‘The spirit of cooperation and 
helpful agsistance was most apparent and every requirement of the medical 
despartmcat was considered and complied with if at all possible. This 
cooperative relation existed on all ships that I served, and in every 
instance all officers and men assisted in conduating first aid and giving 
relief to battle c,sualties; they demonstrated a sincere respect for first 
aid practices and entered Ante all training — with mugh interest 
and enthusiasn. 


It was quite noticeable as the war progressed that all eranches ef 
the armed services beld the medical department personnel in high estem, 
amd on no occasion were medical supplies and perecnnel withheld if thay 
were procurebdle. 


All branches of the armed services were vitally interested in general 
sanitation procedures and maleria control. Preventive measures were 
brought to their attention in a forceful manner, and it was rossible te 
earry such control measures through to a successful conclusion,* *#9** 
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TRUS COPY EXTRACT (Letter, Colonel C. J. Baker, MC, Air Force 
dated 22 April 1948) 


| 


aunt ©J,° The general relationship with other Branches should 
be equal and well coordinated with the appointment of liaison 4 
officers where two or more Branches are operating jointly, regerd=. 
less of rark, each Branch representative should have equal powers." 


- ORME HD 


TRUECOPL EXTRACT (Letter, Rear Admiral C. Le Andrus, (JC) USN 
ted 27 April 1948) 


: anwne ®(4) It 1s essential thet close liaison be mintained 
with other branches of the Armed Forces for planning purposes if 
proper over-all medical logistic support isa te be previded. igen 

eal Department representation with active participation should be 

an integral part of all plarming offices and agencies, especially 
those in the higher echelons, You can not give the answers unless 
you know the score,” #e# ; 
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PRUE COPY EXTRACT (Letter from Colonel Robert K. Simpson, USA (Ret, ) 
dated 1 May 1948) 


eoeee *( 3) General ob hohe with other branches of the Armed Services 
relative to medical planning and requirement. No comment other than I an 
of the opinion that there vere 
medical staff, and there were far too many medical officers on staff 
assignments. Yor examp]¢, in the Plying Training Command, Army Airforces, — 
there were a surgeon and his assistants assigned. Under this command there 
were @ surgeon and his assistants assigned. Under this command there were 
three training centers, each with a more than necessary staff. As a matter 
of fact, I see no necessity of having had such a staff of medical officers 
at all with the Training Centers. All Medical Department Administration 
could just as well been attended by the Surgeon's office, Flying Training 
Command, As surgeon of the Central Flying Training Command (the lover 
echelon) I was required to have an assistant, a bape vaaiger a Dental 
officer, a venereal Disease Control officer, etc., etc., when it appeared 
to me at least the whole organisation was an unnecessary cog in the machine. 
Aes Surgeon of the Tar East Air Forces I saw no necessity of there deing a 
staff surgeon, with his assistants, for each of the two Air Forces (5th & 
/ 13th) the components of the Far Nast Air Forces. Hospital installations 
within the theatre ef operations may be planned to serve all branches, and 
thus avoid reduplication of effort and energy. The same is true as regards 
evacuation. There should be an overall joint plan of the Army, Navy and 
Air Azm oe regards hospitalisation and evacuation for each campaign, °°*¢9* 


ECORDES 
L. K. Pohl, Colemel, €O 
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THUR EAIRAGT GOK (letter from Capt, Warwick T. Brown, (MO), USH 
dated 20 April 1948) 


see 87, General relationships with other branches of the 
Armed Services relative to mdical planning and requirement. 


In my experience this was ‘penerally hernonious and 
wees! athe Er oponbant adahiahadhalel 


Le Ke F 
Colonel, Ue « Aruy 


PRUE EXTRACT Gory (Ltr Brig Gen Guy B. Denit, MC, Surgeon, 13 Apr 48) 


eeeee J, “General relationships with other branches of the Armed Services 
relative to medical planning and requiremeat ~- There must be a Medical 
Section of the Joint Chiefs of Staff with someone over this Medical 

Section that has the author$ty to make decisions and to resolve differences. 
& econmittes of three chiefs that depend: solely upon egreenents is not 
sufficient in time of strife. The resources of all the armed services must 


Be available to gach of the armed services in such measure aS may de re- 
quired during wartine, aeesee 
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TRIB COPY (Extract Ltr Albert T. Walker, Captain, iC, USN, 26 April 194°) 


“nary future war is going to be an "all hands® evolution" as far as the 
citizens of the country are concerned and for this reason, I feel that tetal 
mobilization of all medical facilities is essential. This could best be ac- 
complished by a Joint Medical Staff composed of military and civilian medical 
leaders coordinated at Cabinet level. This will require the a pointment of a U, 3. 
Surgeon General to be a Cabinet member, This Joint Medical Staff should be formed 
and commence functioning for plansing purposes at once. I realize this is a 
radical sugcestion but feel that vigorous methods must be employed if we are to 
Spread our medical care sufficiently to include not only the armed Services but 
the civilian population as well, 


With respect to general relationships of the other branches of the Armed 
Services relative to medical planing and requirement, my experience may have 
been unique, but certainly no greater cooperation couid have been achieved than 
that between the medical services of the sry and Navy in the Soutinrest Pacific 
Areae Our supplies were interchangeable, the Savy assumed camplete casualty care in 
every operation*until such time as the Amy units could be properly set up on the 
‘ beach and after that had been accomplished, we then assumed complete care 
from the far beach to the Base Hospital, in two instances, Army and Navy hospitals 
combined to received patients from either service, thus relieving valuable beds 
and facilities to be used elsewhere (Sydney and Brisbane, Australia). It is 
absolutely essential of course that complete cooperation between all the branches 
of the Armed Services be established and maintained." #Ht 
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TRUE COPY (Extract Ltr Quinton Me Sanger, BUMED, USNa 15 April 1948) 


wHHMVarious criticiams were made of "Line® « "Staff" relationships. It was 
maintained that no Line officer should be permitted to exercise authority _ 
over a medical officer with respect to the health or physical welfare of Navy 
personnel, regardless of general Navy precedents and traditions. Many war~ 
time reserve officers believed too much attention was given to "spit and polish" 
and not encugh to professional developnente 


Low priorities assigned to construction for medical facilities was a cause 
of troubles The result in one case (Subic Bay, Pe Ie) was the carrying on of 
" a large volume of medical work in a filthy, practically impassable morass during 
the rainy season, while at the save time an elaborate officers’ club was built 
and operating", : 


During the war there was a tendency onthe part of some districts and group 
comands to encroach on the independence of hospitals undex their military 


Jurisdiction, *aHH De hee gas 
RECUR oa re 
“ ae 
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TRUE COPY EXTRACT (Letter, Brig. Gen. Robert C. McDonald, MC, USA, (Ret.) 
dated 15 April 1948) oS 


anuee "(j) General Relationships with other branches of the Armed 
- Services relative to medical planning and requirement, 


"(1) Comments Medical planning must be coordinated by representatives 
of aie Armed Services. Requirements in personne] and materiel nust be 
coortinated so as to promote team work." #+H# 


(J) 
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EXTRACT COPY OF FPPRTIN TNT MATTRIAL CONTAINSD IX AIR FORCE MEDICAL DEPART¥®NT 

HISTCRICAL R°CORDS OF WORLD WAR II. (Ltr. fr Brig. Gen. Malcom C. Grow, 
Surgeon USSTAF, 11 March 1945 te Brig. 
Gen. Charles R. Glenn, BAS) 


wten# "Tn relation to planning for a postwar medical service, it would 
seem to me that you should endeavor to obtain as much control of your per- 
sommel from top to bottom as possible. Im the RAF setup, Air Marshal 
Whittingham has direct control of his personnel at all times, and can move 
personnel from one.post to another, promote them as he sees fit, and is 
not interfered with by intermediate Air Corps commands, as is the case 
in our setup, In this Theater, once an officer is turned over to a command 
you have practically lost all jurisdiction in relation to adzinistrative 
matters and a considerable amount in relation to professional technical 
details. This is due to the fact that in certain Air Ferces 
has to go through command chamels, and technical channels are cut cut 
entirely in some cases and greatly minimized in others. Whether you call 
it @ ‘medical command’ or ‘medical service’ would appear to be immaterial 
except that the former implies command prerogatives and if it could be 
put through the War Department I believe that term would be desirable. 
What with T/Os and other adminictrative difficulties, the position of the 
Flight Surgeon in the lower echelons is most unenviable, and =» great many 
men with a lot of ability are not receiving their just rewards. It ie 
impossible, when one understands human nature, to expect that the Air 
Corps will sacrifice chances to promote Air Corps officers in order to 
promote Medical Corps officers, and when the medical officers are mixed 
wp in a common T/O, Marming Table, or Bulk Allotment, there is nothing 
that the higher medical Ha can do to help ther. In this respect, I 
believe that there should be an elevation of one rank in scuadrons and 
groups. In other words, the Group Surgeen should be a Lt. Colonel and 
the Squadron Surgeon should be a Major on the T/O,"#### 


(Ltr tos Whomever it May Concern dtd 6 Feb. 1943 unsigned (submitted 
by Colonel Robinson but probably prepared by Maj. Rerzernan) 


aunee “Having arrived in this theater with complete ignorance as 
to the conditions and problems that would confront us, many attempts 
were made, both through medical and command channels, to improve the 
health of the command, It is felt that too many high ranking officers in - 
the higher echelons, who are totally lacking in the proper perspective 
and knowledge of the problems which confront tactical mits, occupy the 
various positions. Much correspondence, channels, and generalised ‘red 
tape’ succeed very successfully in bogging the matter down completely.‘ 
It is recommended that, before being placed in higher echelons, officers 
spend sufficient time in the field in order na] 


picture of conditions as they are, ; 
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RESTRICTED 
EXTRACT COPY OF PERTINENT MAT™RIAL CONTAINED IN AIR PORCE MEDICAL DEPARTMENT 


HISTORICAL RECORDS OF WORLD WAR II, (324 8q. Grp., Observations of Major 
set Jesse ¥. Merritt, MC 


eanee "On September 18, 193, the dispensary was combined with the squadron 
and moved to Djebel Oust, Tunisia, near Tumis. Here at this point medical 
functions were almost nil .... Morale ran low. The old spirit of being a 
unit of which wen were proud had disappeared. From a useful medical dispen- 
sary which was referred to by all members of the Group as ‘the hospital’, 
the section had becose to be known as ‘the medics’. Gradually the men 
became nore restless. Transfer requestewere many. Two men beceme chronic 
aleoholics, This situation was brought about by the new commanding officer, 
who knew nothing of medical problems, but always took an antagonistic atti- 
tude and seemed to enjoy belittling the medical profession in general ."e##e 
ee tee ee) = ae Seek Poses (Sq. Surgeon) complaint. 
? "Due to the drastic reduction of Squadron T/Os considerable 
Sibsiaasies and inconveniences have arisen which are incompatible to the. 

proper performance of Aid Station duties. A typical example is that of 
Baty. equadron which is complemented with one ambulance driver (private) 
and two medical technicians (Pfc and Corp.) In addition to their duties 
as medical technicians it is necessary for these men to take cere of ail 
clerical and charge-of-quarters duties. This of course overtaxes the 
work of the Surgeon, as well as the enlisted men. It may be well to men- 
tion also that the withholding by the Squadron ef the proper nedical 1/0 | 
ratings which would promote the technicians to Corporal and Sergeant 
respectively, is a morale factor which is most certainly net conducive toe 
the best interests of the Medicel Section. The men, Pfe. Robert Grosse 
and Corporal Lowell Bromberg are experienced and valuable technicians whe, 


tion. Apperently the only reason given for non-compliance is wnavailability 
Gua to the belief that the work of the regular squadron personnel is of 
greater importance. 

"These instances have arisen quite frequently throughout the entire 
period of oversens history and have oftimes proven very difficult to combat. 
It is the opinion of this writer that if Medical Section T/0's were legally 
elassified as invielable and distributable solely upon the recomendations 
ef the responsible Surgeons, it would do much to increase the confidence 
and pride in the Medical Department which is so necessary te attain the 
desirable exacting performance of aright breve teichies 
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EXTRACT COPY OF PFRTIN®NT MATTRIAL CONTAINED IN AIR FORCE-MEDICAL DEPARTHTNT 
HISTORICAL RECORDS OF WORLD WAR II. (19 Sq. Gp.) : 

“ae "Under the present method of administration it was found that 
the Medical Officer had no control over medical personnel. The head- 
quarters squadron commander was responsible for the administration of 
medical personnel. When men were needed fer cutside details it was not 
at all unusual to call for medical to pe: their duties.” 


onnseee SSOMDER 
Z, 


L. K. Pohl, > aC 
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TRUS COPY SXYRACT (LTR DR, HS. HOFFYAN, DTD 13 MAY 48) 


evesees® J, "One glaring weak spot in Medical Department operations during 
military campaigns in the Pacific existed throughout the entire period of 
hostilities. It was probably responsible for more failures of the Nedical 
Corps than any other single factor. It causéd increased loss of life and 
@elayed certain operations by producing large (but preventable} man-day 

losses due to illness. Reference is made to a common practice of Commanding 
Officers (Line) of refusing to accept recommendations of their medical staff 
in the planning stage, or, during operations to permit prompt execution of 
plans previously approved. One notable exception is described to emphasize 
the gencral rule. During the staging period for the operation in the Marshalls 
ene prospective Island Commander gave his base surgeon a carte blanche in the 
matter of preparing for medical operations including eanitation and burial 

of Jap dead. On arrival on the island, he continued his absolute support of 
medical operations and would tolerate no interference from any source. As a 
result, when Admiral Himits arrived on the island on D7 or &, he found burial 
ef the Jap dead prectically complete and the general sanitation of the island 
so far advanced that he gave the base surgeon a “well done" on the operation. 
it is believed that more suitable action on his part would have been the award 
ef a decoration to the Island Commander. What had been accomplished by the 
Medical Department was due almost wholly te his complete cooperation. Apparent- 
ly some attempt has been sade to improve this situation, by recent changes in 
regulations. Obviously the sound principle of unity of command in the field 
creates difficult problems in this regard. ~ 


More than one medical officer - especially Reserve - came to grief 
in the futile attempt to persuade Line Officers to permit the execution of 
Vitally necessary medical operations. J believe this situation is well known 
te the Medical Departzent. One waders, therefore, why medical officers in 
this position have failed to receive sympathetic consideration from medtal 
superiors. If a medical efficer refused to modify hie factual reports of the 
ebdvious medical deficiencies of his operation on direct orders from his Command- 
ing Officer, he became persons non grata with him. He got a poor fitness re- 
port and/or a transfer to other duty, If he complied with his commanding 
officer's orders and modified his report, he tacitly assumed the responsibility 
for failures not properly his own. In either event he wound up behind the sight 
ball with the Hedical Department despite the fact that his medical superiors 
were cognizant of the circumstances; many of them having been in the came 
position - no doubt, *eetseers Beye 
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THUG. COPY EXTRACT (Letter, Captain 0, B, Morrison, Jr, WC, USN 
2 dated 23 April 1948) 


ore "4, General relationships with other branches of the 
armed services relative to medical planning and requirements. 


Administrative officers of all the branches involved 
Should met and discuss the planning and requiremnts, ‘here will 
be few problems that cannot be solved when each member feels that 
ali 4xvolved branches understand what the problem is,’ ##tiniwe 


TRUB COPY BXTRACT FROM AIR BYALUAPION BOARD SWPA REPORT HO, 35, HE MEDICAL 
SUPPORT OF AIA WARFARE IN TH2 SOUTH AND SWPA FROM DRC 7, 1941 £0 AUOUST 1945, 


seonsee J, "Hot infrequently a high morbidity rate, which threatened the opere- 
tional efficienay of a unit and the success of a planned operation, gesulted 
from the failure to implement preventive seasures. 1% was apparent that ia 
most instances the recomsendations of the Unit Surgeons were not iaplemented 
vy command personnel ef all echelons, These commanders failed to appreciate 
their responsibilities in the maintenance of the health of personnel in their 


command, ‘ 


The majority of Air Force troops 414 not maintain a good nutritional 
state during the course of the war,” The main reason for this situation wae the 
fact that personnel refused to eat a large portion of the food served to then, 
In addition, the autritive value of the ration as issued was frequently inad- 
equate. Poor preparation of food by meses personnel vas primarily reeponeidle 
for the nonacceptadility of the ration, Lack of variety in the ration as issu- 
ed and the Gislike by personnel for certain types of food vere also responsible. 
The poor preparation of food commonly encountered wae a direst result of the 
assignment of both officer and enlisted personnel to mess duties who were not 
qualified fer the job. Field instruction of this personnel was ins$ituted and 
proved to be an efficient method of ineréasing the palatability of meale serv- 
ed te Air Force troops, The effectivenass ef thie instruction was limited by 
the lack ef authorisation for instructor personnel and “ee Sengeesecs 
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TRUS COPY EXTRACT (Letter, Rear Admiral C,3, Camerer (iC), UsS Ne, 
Retired dated 21 April 1913) 


wun: "(5) The closest possible cooperation and liaison must be 
eetablished and maintaned with the employment of interchangeable and 
uniform equipment throughout, This factor is considered as most 
dmpertan Uquigment and gsupolies fer ALL branchee ef Medical 
activities should be identical insofar as their respective missions 
Perel ti ™ sere 


TRUE COPY EXTRACT FROM AIR EVALUATION BOARD SWPA REPORT NO. 35, ‘THE KEDICAL 
SUPPORT OF AIR WARPARZ IN THE SOUTH AND SWPA PROK DEC 7, 1941 te AUGUST 1945. 


cesses J, “fhe full potentialities of the medical services were not attained 
because the majority of command personnel of all echelons dii not appreciate 
the extrenely important relationship Between preventive medicine and operat- 
fonal efficiency. "seeeses see 
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TRUE COPY EXTRACT (Letter, Colonel Arthur B, Welsh, iC, USA 
dated 19 April 1948) 


snnet ®©7, Each service did its ow planning and came up with its 
own requirements. Jointly established tables of organisation and manning 
tables were noticeably absent. The Navy required more doctors per over- 
sea fixed bed than the Arny. One agency didn't exist to review these 
requirements and reconeile discrepancies. There was too little joint 
medical planning. Flexibility in planning se essential to enable step- 
ups or cut backs or intra-service transfers of facilities, personnel, 
or equipment was lacking. There wasn't one procurement agency. This 
sould all have been tied up in an Armed Service of Supply organization 
provided there had been intelligent medical leadership. This would 
have required an individual who knew military and civilian medicine 
and to whom the responsibility for the efficient operation of medical 
activities had been delegated. Such an individual would have needed 
beth responsibility and authority and could not have been hamstrung 
as The Surgeon General of the Army was in the ASF organisation in World 
War II,* sates 


TRUE EXTRACT COPY (Ltr Cmdr Martin £. Macklin (MC) USH dtd 12 May. 48. 


oeveess J, “However, to avert past operational errére the staff Task, Squadron, 
Division, Group and Unit medical officers must be considered as integral and 
essential members of The Operating Forces, reg:rdless of his rank with fujl 
knowledge of the mission to be performed and not be considered merely as an 
accessory, to "dowe tail*® in the Operstion Plan at the behest, or in accord 
with the whims and wishes of the line members of the joint staff or -:taffs. 

The Medical Annex must be considered in the same strategical light as the 
other anneges of the Operation Plan, "#*eee0 
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RUB EXTRACT PY OF MEDICAL SUPPORT OF THE USAAF IN THE BUROPEZAN 2ATER OF OPER- 
ATIONS, HISTORICAL SECTION - APTAS, 3 


seseesoe® J, "Personnel Problems and Policies. The medical reports from the Barop- 
@an Cheater of Operations up until the elesing wonths of hostilities almost invar 
iably make some reference to the shortage of medial and dental personnel. Gorrss- 
pondence to and from the Office of the Air Surgeon attest the existence of this 
problem aleng with a sense of despair in the efforts being put forth to remedy a 
situation due not only to an inadequate supply of doctors and dentists but to the 
fact that those available were inadequately trained to cope with the problems intro- 
duced by aerial warfare. ‘The lack of understanding among highen authorities in the 
theater and in the War Departwent of the medical preblems encountered by the Air 
Fores: contributed to the difficulties of these reaponrible for the health and effic- 
feney of flisrs. The inflexibility of the rules and regulations prevented on num 
erous occasions end under various cireusstances the full utilisation cf the medically 
trained personnel in the theater. fhe assignaent of medidal officers to routine 
duties unrelated te their previous training and experience, discriminations against 
them in matters of rank, poorly defined and executed leave and disposition pelicies - 


BO ONS, *4 38S se08 


3. COMDUIVER: 


~ 


The importance of keeping the office of the Air Force surgeon in direct 
contact er access to command channels had been overlooked, As a reeult, the 
channels of communication became elegged and the Air Peree surgeon last imsediete 
contact with the tactical units to vhich a considerable part of the medical perm 
sonnel was assigned. | 


In relation to planning for a postwar medicel service, it would seem 
Ghat you should endeavor to obtain as much control of your personnel from top te 
bottom as poscible. In the RAP sstip, Air Marshall Whittingham has direct control 
ef hie personnel at all times, and can move personnel from one post to another, 
promote them as he sees fit, and is aot interfered with by intermediate Air Corps 
commands, as is the case in our setup. In this Theater, once an officer ic turned 


ever to a command you have practically lost al! jurisdiction in relation to adsiae 
ietrative matters and a considerable amount in relation to professional techaical 
@etails., This is due to the fact that in certain Air Forces everything has to go 
through comuand channels, and technical channels are cut ont entirely in sone cases 
end greatly minimized in others. ‘Whether you sall it a “medical comand" or medé- 
feal sefvice, would appear to be immaterial except that the former implies command 
peregatives and if it could Be put through the War Department I believe that tern 


would be desirablesEeeeressess y , 
° sg ao BG 
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Extract of Statements made by Brig den Robert C. McDonald, ie USA (Retired), 


21 april 1948, before the Subcommittee on the Employment of litary Medical 
Resources. \ 


“xH"General Relationships with other branches of the Armed Services relative 
te medical planning and requiremente” 


"Medical planning mst be coordinated by representatives of all the 
Armed Services. Sequirements in personnel and materiel] must be coordinated so 
as to promote team work," 


Now, I didn't give very much comment on that. I think it's pretty evident 
te all of us that we know that we must have cooperation and coordination of the, 
medical services of the various branches of the armed forcesse I think we had 
that to a very large ee ee I don't think we had it to the extent 
that we should have ite eS 
I believe there should be sane gvebal Gisintin Wonewen tins ae: i not be over»: : 
lapping in the medical services any more than we can possibiy helps 


In my comments I have said very little regarding how the medical services 


of the armed forces can be welded and unified, I haven't given that enough 


thought to make any caments worth while. However, I feel that they will co- 


ee ee ee ee ee Cee ee eh ee ee 
they cans : 


Brig. Gen, McDonalds I think that is an excellent proposal. Certainly the 
Joint Chicfs of Staff shodld have the advantage of the advice of kighly-trained 


men from the various medical departments when any war plan is under considerations 


I don't know just exactly how you would iffplement that. The idea of a 
board with representatives fran the various medical services I should think 
would be the proper waye I think it's a good idea. 


Brig Gen McDonalds I am very heartily in favor of providing for medical 
staff representation throughout all echelons of the armed forces. 


I think in the last world war when the medical services of the cozps 
areag or service commands were reduced in level so that they became assistants 


the surgeon, or the surgeom himself, did not have gust the right slant on it, 
the medical service of the service command suf fereds 


= ak benvetiy in Cavee af hariic dime back OF a Pius polley setanlienen et 


thate I. think that's correct, | | ee 
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Mou. .d more autonomy of the Surgeon Genrals prevent mich of the 
cenfusion that now exists in personnel control by G=17* 


Yes, 1 think it woulde I think that the Surgeon General should have 
considerable control over professional and specially -qualified persomel ate by their 
servicese 


"What is your opinion of the value of using the Surgeon or another 
medical officer as a member of the Ow, staff? Should he be a liaison officer of 
the surgeon or a consultant assigned to Gev,7# 


I think he should be separates; and he should have the game access to 
_ thecommanding general that O-4 himself has.» 


"Do you consider it imperative that the surgeon be Sontinded from beginning 
to end in all plaming in the armed services/" 


~ 


Yes. 


"Should the surgeon keep liaison officers on all sections of the gereral 
staff? If not, why? Would they be accepted, in your opinion?# 


‘I don't think I would locate medical officers in the offices of a general 
staff, as a general policy. There might be instances in which 14% would be valuable. 
But 4f there is the proper relationship and spirit of coordination and cooperation 
between the general staff and the surgeon general, there is no difficulty in keep- 
ing track of all that is going = 


Colonel, M0 
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Extract of statenents 
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THUR COPY BXTRACT (Letter from Captain W. D, Small (no), U. S, Wavy 
dated 5 May 1948) : 


enees "10, The medical section of CinCPac's staff was composed of 
personnel from all the Servides. It operated as a closely cohesive 

unit with a single common aim. ‘The most cordial and cooperative . 
spirit, both official and personal, was maintained. It is my opinion 

that it was the most effective joint medical st«ff in the Pacific. 

There appears to be no good reason why future planning, requirement 

and implementation cannot, wider proper leadership, be accomplished in 
like manner. However, such effectiveness cannot be developed unless "empire - 
Dudlding"® by one branch of the Armed Services at the expense of another 
branch is prevented. ‘The medical departments of the Armed Services 
having as they do a common profession governed by high ethical principles 
should do a better job in this respect than other branches. '*"*¢* 


- 


. K. Pohl, Colonel, MC 
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TRUE SXPRACT COPY (Ltr Lt Col w.J. Reuter, Dental Corps, dtd 11 May 48) 


eeeeneee J, "Responsibility of Dental Officers. g. Deficiency - Under the 
present organization of the Medical Department dental officers do not have res~ 
ponsibility of the dental service and wake decisions regarding dental matters 
subject to the approval of the Surgeon. Since the Surgeon has final responsi- 
bility, if of necessity follows that final decision, also in dental matters, must 
fest with him. The Dental Corps has gained much in its association with the 
Medical Coros. Generally it is believed very aniable relations exist between 
surgeon and dental surgeong, Furthermore, the Dental Corns without a doubt has 
venefited again and again by wise decisions of the Surgeon in matters pertaining 
to the dental service, particularly during the war when there was sueh untrain- 
ed personnel, including dental. On the other hand, it is believed the dental 
officers generally feel that decisions by surgeons regarding dental matters 

‘are at tines contrary to the desires of the dental surgeon and contrary to the 
interests of the dental sergice; such decisions being weds because of lick of know 
ledge or understanding of the dental situation, besanse of personal dislike to 
tos dental surgeon, to make his authority felt, and the like. Practices of this 
nature certainly are not the rule but the axception. Also dental officers are 
mot staff mexzbers and dental matters are presented and discussed, not by the 
dental surgeon but by the suzgeon. 


db. Unfuvoralle Effects - The chief anfeverable effect is believed to 
evolve upon the dental officere themselves and upon the dental service as a 
whole, and results from the position the dental service occupies within the 
Medical Departucnt. Serving under a Kedical officer creates in the dental . 
officer a fecling of being supervised by a comparatively disinterested individ- 
meal. Even if interested intensely, there still arises the que:tioa whether 
the surgeon will unerstand since dentistry as a profession is sco highly speeial~ 
ized th.t only « dentist thoroughly understands dentistry. Dental matters to be 
@iseussed at staff mectings arc presented by the surgeon while the dentel surgeon 
wit} detailed knowledge of the situation remain absent. Pertinent silitary zat- 
ters may come to his attention second hand or not at all. fhe surgeon geine in 
administriutive experieace through his attendance at staff meetings while the 
@eutal surgecn is denied this. Subsequently, he suffers eubarrassnent because 
ef his luck of aduinistrutive experience, Present regulations permit the dental 
surgeon a direct approach to the comaundiag officer of the base in case of dine 
agreenent with the surgeoa regarding matters of dental policy. However, to take 
advantege of this privilege just once could surely terminate all: amiable relations 
that may previously have existed, With all this in mind, there evolves a feeling 
ef Suferiority upon the dental officers wich breeds insecurity, discontent, 
lowered morale and an inferior dental service, 


HECCKMERBATIONSS fhat such changes be made in the organisation of 
the Medical Department as whll give the dental officers responsibility of the 
Gental service, aake the dental surgeon a member cof the base and/or headquart- 
ers staff, and give the dental surgeon contrel of dental enlisted personnel . 94448 


a Cae 
RESTRICTED! met 


RESTRICTED 


TRUE COPY EXTRACT (Letter, Colonel 0, F. McIlnay, MC, Air Force 
dated 20 April 1948) 


save ©3, The undersigned experienced no difficulties in 
general relationships with other branches of the Armed Services 
relative to medical planning and requirement. It is understood, 
however, that such difficulties were encountered, and it should 
be impressed upon the chiefs of all services that there cannot 
be any proper medical planning unless those responsible for the 
medical services are fully informed at all times,” ##1t# 


TRUE SXTRACT COPY (Ltr Brig. Gen. G.R. Kennebeck, Dental Corps, dtd 7 May 48) 


Oeeesss J, “Training schedules of all branches of the Armed Bervéces . 
should be so arranged that there are some periods when individuals could 
receive dental treatment without falling behind in the instruction being 
given. In World War II a number of individuals undergoing school courses 
neglected necessary dental treatment because they feared absence from 


instruction might jeopardise their chances of graduating with their 
Class, *Feeeerce 
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TRUE BXTRACT COPY OF MEDICAL SUPPORT OF THE USAAF IN THE MEDITERRANEAN THEATER 
HISTORICAL SECTION - AVPAS 


seessene J, "Phe Surgeon is responsible as a staff officer to the Commanding 
General, Army Air Force Service Command, Mediterranean Theatre of Operations, 
for Medical activities of all organizations assigned or attached to the command; 
and he is responsible to the Surgeon, Army Air Forces, Mediterranean Theater 

of Operations, for medical administration of all major echelons personnel. 


In practice, however, only in regard to malaria control, medical reports, 
and medigal supply procedures for depots was directive action taken with respect 
te all these high echelon organisations; in other matters for the most part the 
supervision was advisory in nature. For example, the dental and veterinary activ- 
ities in the Ninetieth Photographic Wing Reconnaissance and the Army Air Force 
Engineer Command were supervieed in the same manner ac those 4f Aray Air Force 
Service Command units, while the Twelfth and Fifteenth Air Forces remained prac- 
tieally autonomous with respect to these two functions. 


The Surgeon, Army Air Force Service Command, was made the Air Force 
technical channel to and from the Surgeon, North African Theater of Operations, 
and the only Air Porce supply channel in the Mediterranean Theater, to and from 
the Zone of Interior. Also normal comand channels concerning monthly sanitary 
and veneral reports were altered. These reports were submitted by all Air Force 
unite in the theater to the surgeon, Army Air Force Service Command, and unless 
they were deemed to be totally unsatisfactory or for other reasons to require the 
attention of the Surgeon, Army Air Forces, Mediterranean Theater of Operations, 
they were returned to the unit of origin fer correction or comfled and forward- 
ed te the Commanding General, North African Theater of Operations, without fur- 
ther reference to the Commanding General, Army Air Forces, Mediterranean Theater 
ef Operations. 


fhe high incidence of intestinal diseases in the Twelfth Air Force 
for 1943 was attributed to two main factors; a lack of supplies and a laek 
ef experience and information on field conditions. Wire screening and lumber 
to build sanitary mess halls, latrines, and other facilities were not axailabile. 
Bor were insect spray materials and sprayers in supply. Whatever improvisations 
could be made fell far short of actual need. Meanwhile, directives wergjssued 
containing information on these diseases and outlining the necessary danitary 
measures to be instituted. By April 1944 adequate sucplies of screening and 
spray matcrials were available. With the screening of mess tents, mess halla, 
and latrines, and the institution of other sanitary cractices, the general level 
ef sanitation was greatly improved. This improvement in sanitation included 
many of the small Italian towns near Air Force installations. Although the re- 
sults of the sanitary program could not be avaluated as early as June 1944, it 
wae considered pertinent that no significant increase in intestinal diseases 
eccurred in May 1944. A comparison of the annual rate for May 1943 with that of 


— oe —_— the former was 102.1 per MRECORDE MR it 
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TRUE COPY EXTRACT FROW PRTPARFD STATEWFNT SUBMITTED BY CAPTAIN LOUIS A. -RODDIS ’ 
(NC) USN 10 MAY 1948. 


"Professional and Military Smergency Training Prograns Within the Armed 
Forces. 


*I believe one of the most important things which the Medical Department 
could do would be to bring inte the teaching program of all line schools froma 
the War Colleve level through the Navs] and Military academies, and verious 
special erma schools the great importance of the organizetion of military 
medicine in the winning of campaigns end wars. A carefully prepared teach- 
img program should be elatorated to train and indoctrinate the line officer 
with the knowledge that military medicine is ar importent in winning 4 car- 
peign ef war as artillery or infantry; in cther words, that military medicine 
in modern war is a military weapon. 


"The evidence of course is clear and convincing. It can te shorn from 
many viewpoints. Examples are innumerable in military history showing the 
suecess or failure of caupaigns due to lack of military medical resources 
and organization and diso the proper employment of military medical organize- 
tions. World War II is full of evidence of the decisive effoct on campaigna. 


"at present there is a lack of this critical knowledge on the part ef 
military commanders. The importance of not only the eare and evacuation of 
the sick and wounded, but the effect cof preventive medicine on the euccese or 
failure of military operations is not well wierstood by nommedical military 
men, and no real pregram for instructing them has ever been plamed or carried 
out. Several new types of warfare that are now appearing on the horizen mke 
the need for a knowledge of the importance of military medicine in the Arny, 
Bavy, and the Air Forces still greater. 


"Such a task would not be easy. First, it would have to be explained, 
justified, and sold to the highest authority in order to plan and place such 
a program in effect. The lack of texts and of competent instructors 1f pere 
haps the greatest handiepp. Military medical ren have not, in the part, in- 
dectrineted the combat officer with the valve of military and preventive 
medicine as a necessary arm to secure victory. I believe ona of the greatest 
eontributions we could make would be to introduce the preper teaching of 
military medicine from the strategical and tactical viewpoint in the Militery 
and Nawal Academies, the War College, in every staff school, and in the traine 
ing courses of all military services ani arup."#it1e 
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EXTRACT OF STATEMENTS MADE BY COLONEL OSCAR S. REEDER, MC, USA, OX 15 APRIL 1948 
AT INTERVIEW WITH SUBCOMMITTEE ON THE EMPLOYMENT OF MILITARY MEDICAL RESOURCES. 


sume ©(J) I believe there should be a Joint kiedical Planning Board of all 
services concerned on the level of the Joint Chiefs of Staff. 


®l1. No. In some instances nedical staff officers aren't even advised 
eof the contemplated operations or included in the planning phase. 


. "2. I don't think there should be a surgeon or medical officer as a 
member of the G-4 staff. 


*3, I think it is absolutely necessary. 


"4. I don't believe it is a good idea. I don't think they are neces- 
sary in all G-4, staffs." sites 


ernne"6, I do not believe that full consideration was given to all aspects 
of medical support by Joing Staffe during the planning phase. I think that 
as a rule, there was.cooperation between the medical services. I think 
the overall plans worked ot in practice. I think that failure, when it 
did occur, was because of the different administrative set-ups in the medi«- 
eal services, partifularly with regard to legging of sick and wounded. Re 
difference of importance - there was at first, but after staff officers 
were indoctrinated they had a better wderstanding of our problems. It was 
wainly lack of understanding on the part of line officers." *###t 


snime "9, Direct commmication between Ghie?-Surgeons of Joint Forces was 
not encouraged and it was not permitted, té-ia, gary deal pabl este 
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TRUE COPY EXTRAQT (Letter from Rear Admiral A, H. Dearing (MC), USN 
dated 26 April 1948) 


eeeee "(5) General relationships with other branches of the Armed 
Services relative to medical planning and requirement. 


The relationships between the Medical Departments of the 
Arned. Services in the South Pacific area were at sll times excellent; 
cooperation was of the highest order, and the joint utilisation of 
facilities where necessary was never questioned by any service. Al- 
though no firm policy for cooperation and coordination had been laid 
down from the higher level of Navy or Var Department, in the actual field 
operations within the combat and communication sone of the South Pacific 
area, there was never any friction between the medical components of the 
services nor was there, at any time, any questionning of the authority 
and position of the medical officer on the staff of th Commander of the 
area who was the Senior Naval Officer, * seses 
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TRUE COPY EXTRACT (Letter, Captain F. R. Urban (NC) USE 


dated 28 April 1948) 


sunte ©(j) General relationships with other branches cf the © 
Armed Services relative to medical planning and requirement. 


"(1) Close liaison with other branches of the Armed Services 
is essential. 


*(2) Administrative difficulties and reports associated with 
cross-hospitalisation between services will have te be solved 


' standardised,” ##+## 
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TRUE COPY EXTRACT (Letter, Dr. Howamg A» Rusk dated 22 April 1948) 


#atte §T feel, too, that there is a necessity for the con- 
tinuation of e medical board at the level of the Secretary of 
Defense for the purpose of formulating policies and programs 
of the Medical and Hespital Services of the armed forces, . 
Such a board, consisting of the three Surgeons General, it 
seems to me would be greatly strengthened if three civilian 
_ consultants could also-serve. I feel that such a constituted 
board would make for better cooperation all round,” #1 


|RESTRICTED| Le on Pehl, Colonel, 
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SAGE SoEh TEEBAGT (Letter, Colonel Earl —" MC, Air Force 
- dated 19. April 1948) 


suene ©8,. The Medical Department was dependent upon someone 
for constructing and, therefore, on many eccasions materials set 
up for hospital construction were diverted to other uses. On the 
island Rew Georgia, one hospital commander had a homemade ice 
cream manufacturing plant and was foreed to trade ice cream for 
nails, lumber, tentage and other necessary items. This was only 
one of thousands of cases where the hospital had to trade something 
they had in order to better their conditions,” #+## 


RESTRICTED 


— ae ee 


RESTRICTED 


TRUE COPY EXTRACT (Letter from Captain V. C. Baty, Jr., (MO), USE 
dated 19 Aprii 1948) 


69088 "The assignaent eof medical officers to the staffs of the higher 
echelone of command afloat and allowing them te participate fully in 

the planning phases of the operation at their various levels, and by 

giving these officers rank commensurate with their responsibilities. Only 

in the last few weeks of the war were medical officers assigned to the 

tep staffs aflest. ‘The command responsibilities at the various levels 

for the evacuation of casualties ean be more adequately accomplished if 
the recomnendations of these staff medical officers are fully considered, “esse 
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Extract of Statements made by Brigadier General Raymond Dart, MC, 29 April 
1948 before the Subcommittee on the Employment of Military Medical.Resources. 


wHritPhere are many things that we ran into in our theater that. probably 
were entirely different from anything that happened elsewhere, that were 

of serious consequence and a serious handicap; and the No» 1 thing was lack 
of planning on the GHQ level richt dow in SOS without any knowledge; come 
dowa and say, "How many hospitals are you going to need in New GQuinea7*® 
"Well, how many troops are you going to have in New Guinea, or any where 
you are going to fight?" "We can't tell you that. That's. a secret." 


as elton aa ted, bak ee were planning in the dark. I planned 
50,000 beds, more or less-—that's just a rough estimate-——in Brisbane under 
orders of the Chief Surgeon and we had no idea of putting a base in there. 
We weren't going to evacuate theres And there are things of that kind that 
should be correlated, 


Now, it may be in the other theaters it was entirely different, but ours 
was @ peculiar setup, Those are things that might be of value to this Board.” 


Colonel, MC 
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TRUS COPY EXPRACT (Letter from Captain M. J. Aston (MC), US¥ 
Portsmouth, Virginia, dated 23 April 1948) 


seers "(4) General relationships with other branches of the Arned 
Services relative to medical planning and requirement. 


These to the extent of my knowledge, were good and based on sound 
factors. Line commanders were well aware of the imortance of medical 
services and in mary instances contributed greatly to their efficient 
operation. This was true of the army service as well as those of the 
navy. Fersonal relationships were maintained at a high level. These 
relationships between army and naval medical officers resulted in a realis- 
tic appraisal and understanding of our common needs and responsibilities. 
We ehared what we had with each other, and I know of no conflict or mis- 
understanding of any importance which existed between the medical services 
of the army and those of the navy. The me“ical profession may well bo 
proud of this fine relationship of which there were innumerable instances, “S6e8 


(’"t. K. Pohl, Colonel, 0 
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TRUE COPY EXTRACT (Letter, Colonel F. A. Blesse, MC, USA, dated 19 April 1948) 


"a. In staff planning, emphasis is naturally and rightfully on the 
combat arms. The more experienced officers, however, are equally aware of 
the need for proper technical support and in general are more likely to pro- 
vide for it than the younger, less experienced officers, or those who did 
not have extended combat duty. Every effort should be made to indoctrinate 
this latter group with the hopelessness of a combat situation that is not 
adequately supported by technical troops. It is essential, however, that 
all services coordinate their requirements with the military situation 
and that primary eonsideration be given to the combat elements. 


"The devastation of the next war will corfront commanders with medical 
problems of considerable magnitude. They must be thoroughly aware of the 
importance of specia] training for selected medical officers for high 
level staff and command positions. At present, there are not enough spaces - 
authorised the Medical Corps for such training at the National War College. 
This year none wag authorized and next year but one. Such training should 
be progressive and should include assignments in higher staff positions te 
insure proper selection for high level training in the special field. 


"b, Close eollaberation between the medical services of Army, Navy, 
and Air Corps, afd with other branches, is most essential if proper medi- 
eal planning is to be effected, +0" 
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TRUE COPY EXTRACT (Letter, Captain C. D. Middlestadt, (MC) USN 


dated 17 April 1948) 
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TRUE COPY EXTRACT (Letter, Colonel Robert E. Peyton, uC, USA 
dated 19 April 1948.) 


"aane,, Teampork. I feel that the Medical Department cannot 
exist alone as a separate entity. It must be part of a team. It 
4s dependent on all the other technical services; for example, on 
the Quartermaster for rations and laundry, on the Engineers for 
engineering assistance, supplies, and labor, on Ordnance for vehicles, 
on transportation agencies for that service, and on the Signal Corps 
for Signal communication. It cannot exist without these things. 
If the Medical Department is separate it must have these technical 
services as well as the administrative services for its own or be 
forced to procure them from some other agency - if and when that 
agency can spare them} The danger of the latter condition is obvious. 
The gigantic administrative task of caring for approximately ten 
percent of all personnel of a large theater of operations, including 
patients and medical personnel, must be regarded as a major task in 
itself. Further, the medical service must work in the hichest degree 
of mutual interdependence and harmony with the field force it supports . 
and in types of organization patterned parallel to the force supported. 
To do this it must belong. 


"The conclusion is reached that if the medical service is placed 
on National Defense level it must either be provided with its own 
technical and administrative services, or g]) technical and administra- 
tive services must be placed on the same level. In the former case 
it amounts to making a medical service in addition to the Army, the 
Mavy, and the Air Force. In the latter case it amounts to placing all 
technical and administrative services on National Defense level and 
creating .a common pool for service to the Army, the Navy, and the Air 
force. In either case the administrative and management responsibili- 
ties and difficulties of the wnified medical service will be greatly 
increased. In either case effective results will only be obtained by 
a decentralization of the great bulk of operating functions with the 
retention of supervision, coordination, and a few carefully selected 
operating functions at the highest level. Perhaps the initial pro- 
curement of professional personnel might be regarded as a desirable 
centralized operating function, *++" 
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. UWonel Trederic SY Vesterve MC, U.SedAe on 22 April 8 at intarview 


y Medical sesources 


ay U5Se Cans cH a 


auuee "I feel that whether tho Army General Staff System is good or is 
not. goodwinich of course it's not for me to saye«nevertieless that is 
what we have, and as long as the Aray is set up to operate a certain 
way, I feel that the Uedical Department, as part of the Army, will do a 
lot better to form itself into the teans and by learning what toat teen 


ee es under what rules it fumetions, the Medi 


, 


cal Departuent can do a lot better than it can by feeling that the Army 


ie merely a hindrance and helding ue back in our professional effarte,"snee 


"As fay as overcelling of medical officers is concerned, that can 
be at least reduced considerably by a better knowledge on the part of 
the Surgeon General as to what the cver~all strategic plans are, If he 
is permitted to know sufficiently in advance, he can then intelligently 
request medical manpower at theright time and not be scared into a 


bribed or bullied into getting a let of people in long before they are 


needed, That's a question once more of getting the medical people into 
the cver-all planning activities at every echelon, "srr 


"My experience and all my training has been to the effect that 
medical people have continually had to drum and pound and emphasise and 
fight for adequate medical suppert for an operation, It seem te be in 
the nature of a fighting man that he never seems to want sedical service 
until he wants it richt now, and then be wante it rizht now without hav~ 
in: planned for it or permitted it to gct there, 


I fortier state from personal kmowledce that the staff officers 
and commanders who argue uoat acainst cluttering up their ships with 
medical wits and permitting an adequate medical service to co on an ex 
pedition usually seeued to be the ones who omy the most wien they get 
oS 

. \ 


"In anewer to (J) 2, my personal opinion is thie: when vou can't 
have close contact a Figkras’ officer is a fine thing. He is definitely 
next best to promote contact betwoen staff agencies, The desirable 
situation is where the medical section and the G-: section have con 
tinuous friendly understanding contact, If you have to take a trained 


_ medical cfficer from your section and put him in sombbody else's section, 


you merely weaken your secticn by that body, or by the number of bodies 
you have to take out, There certainly are tines imes when liaison officers 
are probably advisaple, cut. they shouldn't be necessary in the hoade 
quarters of a unit, 
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"I have already answered No, 3, and I will answer it again, The 
surgeon of any coumand at any level should be in cn the first planning 
reyardlesa of haw fragmentary those plans may be released; and should 
te kept in the midMe of the planning until the operation is completed, 


"I have answered No, , This is entirely based on ay opinion, It 
nay be that I have been lucky in having understanding steff officers to 
deal with, « maybe I save been able to sell myself better than sone 
medical officars, tut I have never seen any indication for teking officers 
and putting then in general etaff eccticons, "sxe 


"Cooperation betreen the involved medical services was definitely 
the rule as fer as my expctiences ware ouncerned, I can't think of any~ 
thing that worked oetter than the cooperation among the several medica) 
services in our part of the world, 


"There is definitely a difference in importance or weight given 
medical service by the various armed servicea, I speak with feeling on 
this, The Marines in particular have a type of pride which indicates 
that they don't need any particular medical service. They are too tough 
to suffer when they cet hurt, and they feel, that the nedical service bee 
yond a little patching up is just a waste of time and shipping space, 
And in my opinion the Marines are just like evenybody else, 


“As far as medical ow line officers are concerned, I think if you 
just take them all, take all the udical a line officers and lump then 
together, it's about even, The noticeable difference, I repeat, was in 
the Marines, which was very interesting to observe the attitude, and it 
resulted, of course, in a considerable rapid and dangerous larering of 
the morale when they found they were getting hurt and weren't <etting 
the attention that they ultimately came to velieve they would like te 
hav@s . 


"(J) 7, As far as No, 7 is concerned, joint use of all medical 
facilities was encowrazed end wes a fact in the areas in which I particie 
patedy had to be, 


"Practical difficulties in administration were pay, medical records, 
forms for emergency medical tags, and formas for disposition cf tha remains, 
They were the cnes that you would expect to present difficulties, and for 
the most part are presently on the way to being resolved, Standard forms 
have been prepared and are being tested at several places right now, "ext 


") 3. I do believe thu accepted notion that troops respect and 
have confidence as a result of association, TI also know from the s tande 
point of the staff Ptrorengprart and also to get back to this important plane 
ning anglee-you all imow this very welientist 4f the doctor has gone throuch 
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ne 163 sever MC UsSeAs on 22 Avril 13! 3 at interview 


things with those line officers, gone tivourh the schools with them and 
associated with thea, that they have a feeling for tsom that they never 
have for a man who ions profesai oom) ability by reputation, If it has 
been damenstrated with them, thoy will respect him, out just because a 
man is a good doctar doesn't cae iyua the cooperation, It dcesn't cot 
him the lcokein on the staff planning unless he has associated with these 
people, unless he knows thea, cate with them and is friendly with tien 
and shows them that -he is one ¢f them and is part of the gaae, 


*T know fran uy personal experience that I have gotten more, and 
I think every doctor has gotten more, cut of his combined schovls, the 
Line schools, far more than the tacties he has learned, ‘«@ as nade 
the assuciation, he has made the iviendship of the nmembars of his classes, 
and that associatim pave bie dividends all the way tarouch the rest of 
his servic. 


"You lose the thing that you need in convat. The doctors actually 
have to be with the troops, The doctars that operate the battalion aid 
stations, the doctors that see these wounded first should be with the 
troeos long enough to know them and be acecpted by them as being one of 
teem, I do think the numbers siculu be ald to a reasonable minimum, "sie 


"I de favor the iasediate formation of a perminent joint beard, 
arizadier General Martins "At the Coief of Staff level?" 


Colonel Vestervelts “Yes, sir, I an not in position te recomend 
what powers and authority should be siven that board, tut I would cer- 
tainly think they should be pretty wide, And I de think the plaming 
for future operations in all fields, including procurenent, should be a 
function of this board at the chief-of—staff level, "sme 


651 


RESTRICTED} 


SHUR OO AEELAOE OF THEREIN WEEE MBAR ADKNAL NORTON, WILLOVES (ne) UE 
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seeseeseese J, 8 the next ites is the general relationship with other branches ef 
fhe Arned Services relative te medical planning and sequizencnt. 


There was a feeling that the medical services in various echelons vere 
at a disadvantage duriag the war in not having sufficient inforsation concerning 
future plans. I% led’ toe uncertainty end confusion and a wast# of personnel and 
material. It refers to other branches of the Naval Service and te ether branches 
ef the 4rued Forces. It covers the whole subject. 


REAR ADMIRAL WILLCUTTS; An officer must know the seore if he is going 
te deliver his beat service. Hay I relate an inaident I had out at San Diego. 


Seme of the finest doctors I have ever known came frou Texas as a wait. 
Phay dropped everything and came in as good aperte. One doctor, a very exsellent 


to see me and eald ~ I've got to get to sea; I can't spend the war at San Blege. 
I esid: *Your're doing a grand fod; I can't epare you". He said; *{ can't go . 
home if I don't go te seat*, 


That very same day a requstt came in and I got him traneferred to a hes- 
pitel ship. He was delighted. Your months later transportation was arranged en 
this hospital ship from Guan and of all people there ves thie ecardiclegist aboard. 
He greeted we eerdially, of course, being an old shipmate, and yet I could detect 
an whappiness and discontentment. I said; *Yhat's the matter - don't you like 
the skipper? and he said, "Oh, the skipper is fine*. Ani I said: “Well, how 
about this new medical officer, is he ridding you a little Bit?*. And he said, 
*¥o, he's fine®. I said: "I Rnew four're unhappy, and I'm sure you're not scared.* 
And I said; "Well, don't you know where we're geoing?*. That was it. 


We dectors on this steff are good man; we are not Eide. We are me tured, 
Ve know we are going te go to a rendevous but we don't know where. We hear rumors 
from here and there that something ie going on. We don't know what it is. They 
were let down. They were just fed uw. 


Here I came aboard thinking I'd get the news, and they didn't knov. Sone 
of them had ac iden that they were going to Okincre. They wera in the advance sone 
and yet tere denied the strategy of the campaign. I took that up vith Spruance 
end he was amused and said he didn % realize it, that he had never thought of that. 


Gur staff and cur doctors mast know the score. te should be in on all 
planning; and as doctors and officers we certainly are expable of maintaining as 
tight lips as any other officer. 


BZaR ADMIRAL AUDSHBON: fhe Subcommittee has discussed some organization 
which would in an anthoritative way coordinate medical activities ef the three aed- 
feal services. We have discussed a joint medics] board on a high level, say the 
Joint Chiefs of Staff level, which wuld be ia a position to obtaln or to receive 
plans of future eperstioas and, with due regard te the secrecy of the plane, would 
transmit them to the headquarters of the three sedical services, They would be in 
& pesition te, fer one detail, regulate the distritution of hospitals se the hee- 
pital services would not be needlessly duplicated. 
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TRUE COPY EXTRACT OF INTERVIRWY ¥ITH RZAR AUMIHAL MORTON DBD. WILLCUTTS (mC) USH 
4 May 1943, J CONTINUED: 


Do you have any euggestions to offer about vho should compose such a 
beard and what their additional functions may bef 


REAR ADMIRAL VILLCOUTTS: ##Nedical planaing, to my mind, goes and steas 
froa the tcp echslone. e should be in on all presect strategies! and teetical 
planning. <Avdove that I think, keeping in wind civil defense, medicine should 
 heve representation at the highest icvel, and thet would be the Miticnsi Security 
Ceuneil. I have heard they have recommended thst we should have medical repre- 
gentation on the xXational Security Xesources Board. at whai or rather why we 
should be denied the other, whichis the right hand part. I think we should have 
reprasentaticn, certainly, with Umtral intelligence. 1f we are going to war, 
good medicine must be developed and must definitely be the first thought this time. 
So not only for military bat for civil defense we should have plajning. 


Tne forces should be represanted, in my mind, om the Hational Security 
Seuncil and also as a component of the Rational Security Resources Board, and thea 
on down throuch to tus G:lefe of Staff, the Munitions Beard, ané 30 on. They 
should have medical components, and they should also be out in the field. In fast, 
i think tas Marines do that better. 


i reenl! in World War I we knew what was going on. hat was alosor. 
I think you people in the Army have better nowledge then ve in the Havy. YOu 
_aro a tlosar organization, perhaps. We in the Navy at times are isolated on ships 


“and we don't kuow where we are going or where wo esme from or what the score is. 
Definitely medical planning chould sten from the top and be at the tap, *#seseees 
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TRUE COBY EXTRACT OF INTERVIEW WITH VIRGIL CORNELL, KC, USA, 3O APRIL 1948 


Seeeeses J, “Generel réabionships with other branches of the Armed Services relative 
to medics] planning end recuirem:nts*. There was a distinct pereonzel conflict 

on the reserve basis which gsve much dissatiefsction. Prior to the last var, 
mediesl men coming inte the Army could only come in av lieutenants, whilé the 

Navy wae offering mach higher commiccions to specialists. I had a friend of aine 
who was an expert and ~ before the war he askei if he should join §he reserve 
corps #: 2 lisutenant. He seid, “The Navy offers me a lisutenant comiander. What 
shall I do? I would rather go in the Army.". I ssid, “Wait. ‘hen they need you 
they will offer you a majority if we are at war®, But he had to wait until we 

were at war, 


And thet's juct what they do. I think many men could be secured for 
the services if - and I think thet has bean changed at crosent by ths new law, 
but that was one of the difficulties we had earlier. 


fhe joint aupply program is considered basically excellent and night 
well be extended. The same should apply to food. Incidently, it's unfortuate 
that there are quite a few areas in that new supply catalog that made it a little 
complex, end during this peried of consolidation we are securing many standard 
items, items of supply, on the open market. We can *, get them otherwise, On 
photegraphic supplies there has been a terrible mix-up. We are getting every tuning 
from the Signal Corps. Then we begar co get certain items from the Signal Corps 
and some of the other items @mly from the AirCorpr, %e have just about gotten 
that lined up so that we know our channels of supply and I believe its ging to be 
changed back to the Signal Corps again. In the meantime, we cre without some 
items to do our ellaiesl photegraphy. We are buying fight now stafifierd itens on 
the outeide, vwehther it’s due to source shortage, shortege of manufesture, i don't 
know, but the joint supply program has been I think basically a cound idea but it 
apparently has broken dewn a Little bit in its actusl function. 


I think this relationship between sll branches ie a high-echelon problem. 
It should be approached with caution to aveid conflict at ali levels. Basically, 
it*s sound and should ultimately be ured; but we Bmow that it's just human nature 
$e resent having your outfit called something else. **eetss"* 
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PY EXTRACT (from address of Major General Albert ¥. Renner, | MC, USA 
13 Kay 1948) 


MAJOR GHUNGRAL KENNER; ***"In general medical department organisation 
must recognize other elements and commitments of medical service besides 
the purely professional. Specialisation has been overemphasized at the 
expense of the medical field service. 


Phere should be medical representation at the highest level -- at 
the Joint Staff and Joint Chiefs of Staff level -- for the reason that 
differences will arise that must be reconciled by the mthority vested in 
@ group, or individual, who speaks for the Secretary of National Defense. 
T do not believe that the line officer, the general staff officer, can 
have a proper appreciation of medical problems, that he is not in possession 
of adequate knowledge, either through training or otherwise, that will permit 
him to make the proper decision, *****s 


Going to the next question — general relations with other branches | 
of the Armed Services relative to medical planning and requirement — 
there should be staff nepTenenhattas at all echelons. That's all I have 
to say on that, sees 


eee JT don't know about the afvisability of creating a separate 
hospital construction section in the Engineer Corpse, because it might 
in some circumstances deprive tactical unite of engineer support, "*°** 


flee 


L. K. Pohl, Colonel, MG 
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TRUE OOPT EXERAGS oF IWTRRYTEY WITH BRIGADIER GEZBERAL JOSKrH B. BASTION, 


seennseeee J, ® General relationships with other branches of the Armed Services 
relative to medical planning and requirements.” They should have a part in every 
school, every echelon from tep te botton, 


BRIGADIER GENERAL NARTIN * OFF. THE RECORD, 
BRIGADIER GENZRALBASTION: The present highest level of coordination, 
I believe, is the Joint Chiefs of Staff. I believe that one section of that 


should be called a Medical Section and should be composed of representatives of 
_@ll the Armed Services of the Medical Department business, "e+seeee 
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D- 1k. Factors contributing to alleged overlapping of medical xuactions 
amang the Armed Yorees, 


1. QUSCUSSion 


1. ‘There is variation in opinion expressed relative to the degree 
and form of overlapping of medical functions as are reported having been . 
observed during and following World War Il. Some are most vehement in their 
denunciation of various medical duplications and which they believe could — 
and should have been preveated. Others advocate continuing a certain amount 
of what appears to be duplication, because of the rescrve coverage provided 
and reciprocal available help to one another's facilities in event of ener 
gencies. 


2. In no field of comment is there perhaps more necessity for com 
sideration of the sompetency of the observer and the facts and knowledge 
upon which his statements are besed. than with this subject, for it extends 
inte all utilisation of medical resources, and it aust be realized each Force 
requires its adquate medical support to perform its mission vhether provided 

by single agency or by maltiple similar agencies. 


2 3. The medical support must follow the peeple it was created to 
serve and in a broad sense apparent duplication results when each Force, 
with a different mission and using different unite and weapons exerts « 
converging effort toward common goals. Thus, the hind sight statements 
made in some instances with malicious and fault finding intent rdlative 
to overlapping should be considered for what they are worth and weighed 
against the planning and operational requirement situations which existed 
at the tine. 


4. The major efforts now being conducted by other Subcommittees 
Gealing with the problems of mdical personnel procurement and distri bation, 
medical materiel procurement and distribution, in hospitalization procedures 
and in military medical reseurch is believed directed toward determining 
Pespective Force needs therefor, coordination and unified effort where 
possible, dut all such action tempered by the understanding and guiding 
reason. for the existences of each of the military forces and which is 
"to prepare in Peace for War". Agencies as are consolidated during peace- 
time for economical reasons must be adequately organised and planned for 
expansion to serve he needs of each Force concerned during wertine. 


5. It ie believed there are certain medical funetions requiring 
service identification tut which may be coordinated by an interdepertmental 
Hediml Agency and finally that thére are some which may be operated jointlpz 
or unified and with policy sontrel by on Interdepartmental Medical Agency, 
recommendation for which has already been made. 


6. Functions considered requiring complete service identification 
may well bes; Troop, Tactical unit and aboardship Medical Service; Station 
and base level hospitalisation; eeall seale and tactical evacuation of 
patients; t-aticsl medical training; sanitation; nutrition control; medical 
inspection; organization for Major Force Medical Servige; determination 
of Majer Force Medical Service requirements; and personnel classification, 
career control and assignaents. 
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7, Punctions requiring service identification mut vhioh are 
believed quite adaptable to eoordination of sffert by an Interdepartuental 
Agency may well be; Nedies] wadigeting; establishnent of phy cal rie 
and medical aspects of appointneat, disposition ana separation; specialised 
medical researeh; medical reserve progrem; lez = sdale evacuation of patients; 
definitive hospitelisation; hospital design and construction; basie nediea). 
training; specislised professions] training; employnent of professional son 
sultantes; medical aspects ef chemical and bielegical warfare; and war, mo= 
bilisation and emergency medical planning. 


8, Punetions for joint operation may well bes Medical material 
procarement, depot operation and supply distribution; personnel procurement; 
non-specialised and service-common medical research; institute of pathelogy ; 
certain general training agencies; medical libraries; medical tatelligence 
and mutrition laberatery. 


‘KI. GQNCLUSTONS 


i, There ie no exiatent law providing for unificction or merger 
of the Armed Ferce Medical Departments. It is believed that each Major 
Force must be intrinsically provided a reasonably complete Medical Service 
at the operational level as exemplifying the intent of Gongress in pelicy 
declaration prefacing the National Security Act of 1947. Im brief, 1% proe 
vides essentially three military departments....with their assigned combat 
and service components.....for their authoritative coordination and unified 
airection....but not to merge then, 


ae That contraty to first general impressions that overlapping 
of medical functions and facilities can be avoided by some simple methoa 
ef contrel, full investigation of the details where the supposed overlapping 
exists, reveals that the necessity fa continuation of present methods of © 
Departmental control exists in most cases. 


11%. RG@QMMEmpsrIOgS 


1. That considerations and recomuendstions of existing Subcomni ttee 
projects many of which are now operating with contepts of peacetine needs 
only, be analysed fully as to their potential adaptation in the svent ef ane 
other National Bsergency. That any peacetime unification and consolidation 
of activities of the Mediml Departments for the Armed Forces as are imple- 
mented for existent economical reasons, be approved or accomplished only 
after full certainty and agreement is established that an adequate Forse 
identified Hefical Department may still evolve and be capable of rendering 
necesanry and eiequate complate Medical service to the arm it serves, 


2, That "unified and coordinated effert* be adopted as the guiding 
principle of the respeetive Medical Departments of the Armed Forees, but 
that any further stressing of unification and one Medical Service ebjective 
be tempered in order that antinuance of the historically denonstrated 
efficiency and secomplichnents of the Army Medical, the Navy Medical aad 
potentially the Air Medical Departments may be incured, and their complete 
absorption of identity eventually in a eivitian controlled agency, can be 


eee RESTRICTED! 
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PRUS COPY EXTRACT (Letter from Captain HW. J. Aston (NC), USN 
Portsmouth, Virginia, dated 23 April 1948) 


- 


eoeee “(c) Factors contributing to alleged overlapping of medical functions 
among the Armed Forces. 


My experience in-all of these matters is confined to the Pacific area. 
Certainly in the early days of the Pacific war we needed everything that we 
could get in this respect. It was inevitable therefore that an abundance 
and perhaps a stper abundance of hospital facilities would eventually become 
available, This was in direct relationship to our overwhelming production. 
In my opinion too much is infinitely better than not enough. Perhaps in 

the future a more realistic appraisal and estimate of our needs may be 
employed so that instead of both army and navy establishments being located 
in the same area, either nival or army facilities would be what was most — 
desirable. This is a decision however which must be made when the needs of 
an area can be adequately determined. Army medical facilities were always 
available to our needs and by the same token, we took good care of the sick 
and wounded of the army. Wo distinction was made here." *¢¢** 


EA “a Pohi, a onel, HC 
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mu a AG (Letter, Colonel Hervey B. Porter, MC, USA, 23 April 1948) 


| ee FG REC Departure for overseas was made early in May 1942, 
spending approximately less than one month in Cairo, Egypt, and arrived 
CBI Theatre early June, The theatre commander had assumed jurisdiction | 
over all armed serfiess. The Air Force was an operating wit. The various 
/gervices were present in skeleton or absent. Evacuation of a portion of 
/ General Stillwell's personnel to the ZI, as well as General Doolittle's 
raiders were necessary. Medical supplies were present only at Karachi, 
and dependence was placed on the British for hospitalisation at all other 
pointe. In the late summer of 1942 command of the U. S. AF CBI was placed 
in the hands of the most brilliant individual I have ever had the pleasure 
of knowing. A man of breadth of vision, energy, determination, and fair- 
ness, without perallel in my opinion. Despite hie utmost backing, medical 
ee to the air force personnel suffered for the following reasons: 


“wa, Divided responsibility between Theatre, Service of Supply and 
aay Forces. - 
f | *(1) Yoo much time was spent in arguing jurisdictional responsibility 
snd resources available to get medical care promptly to the troops. chatted 


snane © That atrong central control of the available medical facili- 


ties in that theatre was imperative; that coordination between individuals 


responsible only for parts of the entire medical program even on the nost 


‘friendly basis, resulted in tremendous loss of time and effort. *#++ 
A 


sineet “Constant bickering occurred, unfortunately, between the three 
‘forces represented, all over trivia, but I am happy to say that at no 
time were the Air Force medical needs imperatively urgent from enemy action 
or outbreak of disease, that the Surgeon of the SOS did not come, or I go 
te him, and work fer the correction of the emergencies in absolute 
and singleness of purpose. After the emergency was passed, again the question 
ef trivia would arise mainly over the control and utilisation of medical 
supplies and continue until the next emergency. Our allies, the British, 
were always of unestimabdle help, and willingly divided their slender medical 
supplies right down the line. It is felt that in all that the sick rate 
for the U. S. Air Ferce's, CBI, was very low comparatively, and the care 
of battle casualties, at least through October 1943 (the date of my return) 
were very well handled with the ee eee 
supplies available,” ##+# 
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TRUE BXIRACT COPY: (letter from Colonel Richard T, Arnest, Ret, 
: dated 19 April 1948) 


\ 


_ HHH te, There was definite overlapping of mdical functions in 
the Headquarter establishment, supply, hospitelization and etc. 
These were unavoidable under the organization and will I fear, cone 
time to overlap unless very strong pressure is brought to bring 
about closer coordination of the three branches <= each is jealous 
of its prerogatives, HiHHHHHHe 


TRUR COPY EXTRACT (Ltr Rear Adm FL. Conklin, (MC) USN, dtd 27 apr 48 ) 


eeesesees KX, "Qverlapping of medical functions of the Armed Forces could 
be prevented by a Joint Armed Forces Board in Washington. "#***+s*exe 
t ce ; ar a rN rer, athe ie ee 


ee EK. POHL, Qolonel, KO 
TRUR COPY EXTRACT (LTR Capt. M.S.Mathie (MC)USB, dtd 6 May 48) co 
eoeseses K, “The Army and Navy both operated Medical Supply Depots in 


Hawaii. Thies duplication in function operated to advantage of both sere 
vices. It was a frequent occurance for one service to furnish supplies 


and equipment to the other when either was short or ou erials, "sas 


Colonel, ne 


pee cE Ugg 
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PRUE COPY EXTRAGT (Letter from Dr. wm. C. Menninger, Popeka, Kansas, 
dated 22 April 1948) 


eesee “(k) Factors contributing to alleged overlapping of medical func- 
tions among the Armed Yorces.—-From my point of view there was no alleged 
overlapping. There was overlapping. Again and again there were instances 
where there was a naval supply depot and an army supply depot in the same 
area. Again and again there were hospitals run by the Air Force, by the 
Service Force and by the Navy in the same area with no correlation between 
the three. I think any of us in civilian medicine who had any extensive 
service in the army could cite many examples of thie overlapping and, there- 
fore, it would appear in your memorandum where it is marked ag “alleged” 
aeenrene is dodging the issue, "99898 ; 


Colonel, NC 


TRUR COPY EXTRACT (Letter Capt. E.P. Kunkel (MC) USM, dtd 21 Apr 48) 


eseeex, "J believe that Army, Navy and Aray Air Force medical officers 
shoula at all times maintain their present identity. However, there 
certainly should be no overlapping of hospital care for the armed forces. 
Hospitals should be staffed, if Navy, with naval medical officers, and 
Aray hospitals with Army medical officers. Nevertheless, all armed forces 
personnel, including dependents of same, should be admitted in like 
manner, whether Army or Bavy, and at the same per diem. fhis would 
necessitate a uniform system of personnel accounting, administration, 
nomenclature, etc. Hospitals of the armed forces could be designated as 
Armed Forces Hospital Mo. I, etc., vice Ar Baya or Air Force,* 9494896 
rs 


‘/ Y.K.e Pohl, Colonel, MC 


ee 
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TRUE COPY (Extract from Ltr Alfred We Eyer, Captain (uC), US, 17 April a 


teititaitt (ic) Factors a aoe to alleged ovesianpine of, nédioal functions among 


the Armed Forces. 


~ Factors contributing to overlapping of medical functions arise from the followings 


1, Lack of joint planning. ’ 

2 Differing service field and sone of interior administrative procedures. 

3e WMaintainance of different types of records (patient-personnel) and type 
reports required. 


4e Utilization of specialist pers.nnel in the gone of com:mication where each 


service attemots to meet its own requirements. 
Se Maintainance of duplicate supply systems in both gone of the interior and 
the communication gone Maite % 


RECORDER. 


TRUE COPY EXTRACT (Letter, Dr. Russel V. Lee, dated 1f April 1948) 

aneee "(k) Factors contributing to alleged overlapping of medical 
functions among the Armed Forces. 

"Principal factor is that there are three services instead of one as 
there should be. Rules against interchangeability of personnel, of patients 


and equipment all contribute but would be eliminated if the basic intention 
of Congress -- unification -- were achieved." sti 


sled | 


Le K. Pohl, Colonel, KC 
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TRUE COPY (Extract Ltr “ames EB, Hix, Lt Coley i ¢ (Resigned) 1 “pril 1948) 


eH" reaction is probably prejudiced, Obviously, from the point-cf-view 

of the tax=payer.e One medical service taking care of the Navy, Army and Air 
Force is all that can be justifieds Sut it would be difficult to convince 
certain people of that, or that Lecause of the role of the Air in future protec- 
tion of this country, that Gen Grow should be the policy maker, and not the 


ground or waters" Hn R 2 C ORD 


( A’ Ke POHL 
: Colonel, MO 


a] 


R 


TRUE COPY EXTRACT (Letter, Brig. Gen. Robert €. McDonald, MC, USA (Ret,) 
dated 15 April 1948) 


sense *(k) Factors contributing to alleged overlapping of medical 
functions, _ 


"(1) Comments Overlapping occurs in procurement of medical pergonnel 
and equipment, lack of standardization in supplies, and failure to coor- 
dinate the requirements and operation of medical facilities, in areas occupied 
by more than one of the Armed Forces," *##+# 

DSO 


L. K, Pohl, Solonelk MC 


TRUS EXTRACT CO-Y (Ltr Brig Gen GuyB. Denit, MC,Surgeon, dtd 13 Apr 48) 


ese* KX, #In past war there was no one in sutherity to say to anyone of the 
three services that so and so would be done."***sserer 
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"TRUE COPY RETRACT (Letter, Captain ¥. 8, Bhan (Wc) Tom 
(dated 28 apetd 1948) 


feo & (ie) gp os boris oe te 1 la: , 
paaey Pe eae ng eleged. over pping ef medical 


*(2) to herein eer ere commands 
contributed to overlapping,” ce oe 


XRUE_OOPL_ EXTRACT (Letter, Rear Adwirel C. L, Andrus hic! fe 
dated 27 April 1948) 


aenee ®(k) It would be my feeling that im general, alleged over- 
lapping of medical functions among the Armed Forces during World War IT 
were more imaginary than real, Each services had its respective mission 
to carry out and.in so doing, functioned to full capacity without undue 
duplication of effort, There were mdsoubtedly specifie instances of 
overlapping of some medical functions but through joint cooperation and 
get-together, the Medical Departments of the two services ebes zoqprtter ea 
each other in precluding duplication of facilities or function. An 
example of eliminating overlapping of frmetion can be referred to in 
- gomnection with material precurement. To begin with the services were 
in competition with each other in the procurement of certain mterial 
items but it is beliewed that this situation no —: existe since the 
iatet Procurement Agency was vesleaica cage ag eioasn a SRS 


Me Ms POO 
L. Ke Pohl\, colonel, HC 
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InrFATnRIATER, 
RESTRICTED 
TRUS coPy Exraact (Letter, tear Admiral C, B,Camerer (HC), U.SeNe, 
Retired dated 21 April 19);8) 


set "(ic) Generally:s under "(4)", Ferscnally no great amount of 
exbarrasspent from this source, aside frou diverse equivment, ctce, 
Was observed, Laboratory work could well be better correlated and 
simplified among the different wanches of the Services by closer 
cooperation and the application of the same ceneral vrincicples as 
submitted under "(3)*, "snne | 


TRUE COPY EXTRACT (Letter, T. F. Cooper, USN, dated 19 April 1948) 


anee® "The Army Navy joint catalog and the joint purchasing agency is 4 
great stride forward insofar as medica] material is concerned, and should do 
much to conserve manpower and achieve the optimum utilisation of available 
manufacturing facilities. Further, the possibility of tying up certain faci- 
lities for use by a single service to the exclusion of all othera is precluded. 
Standardization of specifications and interchangeability of items is invaluable. 
Those charged with material requirements planning should have access to high 
level information in order to plan wisely. During the last war insufficient 
information was available to responsible individuals, who were forced to rely 
teo such on the ‘erystal ball’. Under the present administrative set-up, 
relationship with other branches of the armed sdérvices will be improved with 
respect to medical planning and requirements, While inter-service relations 
during the war were always cordial, they were not always effective. There was, 
however, a considerable degree of cooperation between Army and Navy medical 
material logistics agencies in New York and Brooklyn, each helping the other 
when the need arose, In the field of personnel and material planning, much . 
ean be accomplished by close coordination, but it is my firm opinion that naval 
and military hospitals should not as a rule be combined. When a small unit of 
one service is in the vicinity of a hospital of another service, medical ser- 
viee should be rendered to the smaller group as required. This, of course, is 
presently done and has been done for many years. Overlapping of nedical 
functions is not nearly as great as would appear on casual examination.” *### 
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ZRUR COPY EXTRACT (Letter, Captain H. D. Templeton, MO, USN 
dated 23 April 1948) 


eases *(K) FAOTORS gene 70 raga OVERLAPPING OF MEDICAL 


There were no huialnes that came to my attention in which there vas 
overlapping of medical functions among the armed forces." **94* 


TRUE-cOPy vamnAct (Letter, Colonel John A. Rogers, MC, USA (Ret.) 
dated 19 April 1948) 


tere ee, Eackors contrib 
« It is believed that medical wits 
could be developed which are suitable for the care of infantry soldiers, 
sailors and air corps personnel, They are all human beings and much 
duplication could be saved by recognition of this fact. The desire 
of the Air Forces to have special hospitals is a notable example of 
this duplication,” ##t#* 


Colonel, MC 
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EF COPY 5 CT (Letter, Cartain Robert M. Gillett (MC) USN 
dated 15 April 1942) 


weeat "The over-lapping of medical functions among Armed Forces 
is an advantage under combat conditions if Task Force or Area Come 
manders are permitted free utilization of — = sel esac 


NRE 


Le Ke. Pohl, Colonel, MC 


IRVE COPY FXTRACT (Letter, Dr. A. R. Shands, Jr., dated 20 April 1948) 


weent “There was a great deal of over-lapping of medical func- 
tions in the armed forces. The duplication of facilities and pere 
sonnel in many comsunities was very evident. Coordination of the 
armed forces medical service will certainly prevent the recurrence 
of this. The chief circumstance which dead to disaffection of 
medical personnel was the lack of proper assignment and the failure 
to obtain promotions when the personnel thought they were due. I 
personally believe that all rank should be abolished in the military 
medical services, A doctor's prestige on a post even though he 
might be an excellent physician was not what it should be if he did 
not, have comparative rank to non-medical personnel. This had a 
tendency to lead to lack of sats aie on the part of the layman for 
the doctor,” *##t## . 


Colonely HC 
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TRUE COPY (Extract fron Ltr W. H. Michael, Rear Admiral (MC), USN Retired) 


IRESTRICTED, 


tit "My personal relations with the Army relative to plaming and 
requirements while in the southwest pacific were excellent. The Amy 


Medical Department kept me posted as to their moves so that work could 
be coordinated. 


"As a result of this cooperation described in (J) above, I do not 
recall a serious case of overlapping of medical functions in my service 
in the Southwest Pacifice On the contrary, the Army Medical Departnent 
frequently was able to and willingly did help out the 7th Fleet when for 
any reason there were descrepenciss in Navy Medical Supply or personnele 


2 


Colonel, 1 


TRUER COPY EXTRACT (Letter, Captain J. H. Robbins, (NC) USH 
dated 26 April 1948) 


#uee® "Reduplication of Medical Department Activities: At practi- 
cally every Base in the South Pacific area there wes reduplication of 
all medical facilities, hospitals, supply, depets, etc., and there was 
only a few times during their existence that any one of the hospitals 
were filled to capacity. It is recommended that in the future one 
hospital of sufficient capacity be erected and that it be staffed by 
both members of the Army and Mavy Medical Corps and It's designation | 
be wade as a U. S. Hospital and it's commander be designated by the 
area Commander from available personnel. It is further recommended 
that only one Supply Depot serving all forces be set up in an eare&e” 


Seeee 
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TRUE COPY (Extract from Ltr Col Harry G Armstrong, Cy 6 April 1948) 


au "k, Factors contributing te Alleged Overlapping of Medical Functions 
among the Orcese 
. (1) Defects: ’ | 


(a) Urwillingness of service personnel to accept hospitali- 
sation from another branche 


(b) Urerillingness of branches to provide hospitalisation 
for other services. 


(c) Empire buildings | 
(4) Adherence to tradition. 
(2) Remedies: ; 
| (a) Mined staffs at all. hospitals where various services. 
are represented in sufficient strength to warrant 


. thisy organisation mmerically «trongest in area 
should en main — FashLity-" eee 
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TRUE COPY EXTRACT (Letter, Dr. Howard A. Rusk to Secretary for Air 
dated 27 snes 1948) 


seth “There are at present in the Air Force, 190 regular medical 
officers and approximately 50 category I reserves. The remainder of 
the complement of doctors is made up of ASTP students who will finish 
their tour of duty within the next few months. The minimum require- 
ment of doctors in the Air Force is apvroximately 800. Although I 
do not have the figures, I understand that the other branches of ser- 
vice are in a more or less similar position. The procurement problem 
is critical, 


"To illustrate how important is the pride of belonging, a recent 
survey in class A medical schools was circulated to former Air Force 
pilots now in medical schools. 67,3% were interested in a service 
career and 72.5% of those would prefer service with the Air Force pro- 
vided a medical career in the Air Force could be assured. If such an 
appeal were made to all former members of the Air Force in medical 
school, it seems logical that a considerable number of excellent car- 
eer physicians could be obtained. 


"I feel as you do that the over-all problem should be our first 
consideration, I am not convinced that a single medical service with 
its attendant overhead in housekeeping, administration, communication, 
supply, ete., would provide an economy in personnel. I feel in light 
of the foregoing discussion that a medical service coordinated under 
an armed forces medical council, responsible to the Secretary of 
Defense, is the most legical solution. 


*It would seem appropriate to request the Secretary of Defense 
to issue a directive establishing under the command of the Chief of 
Staff of the Air Force a medical, health and sanitary service capable 
ef supporting the Air Force in all phases and situations of its ase 
signed mission. Furthermore, that the commanding officer of the Air 
Force medical, health and sanitary service be the medical advisor to 
the Secretary of the Department of the Air Force and the Chief of 
Staff of the Air Force. This would assure the Air Force of command 
responsibility over selection, medical evaluation and separation of 
its personnel,” ###1# 


— 
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TRUS COPY EXTRACT (Letter from Rear Admiral A, H. Derrine (uc), USN 
oe dated 26 April 1948) 


oseee *e) Factors paver vatihe to alleged overlapping of susan daa 
‘tions among the Armed Forces. 


? The first factor which contributed to actual overlaping of 
medical fimctions was the supply of medical materiel. Because of the 
differences in requirements of Army and Navy; the fact that there were 
different supply catalogs and the difference in the organisation of the 
logistic services within the Medical Departments, it was necessary to 
establish both Army and Navy Medical Supply Depots and storehouses. To 
the laymen this appeared inexcusable but to have attempted unification 
eof medical supply systems within the combat and commnication sone at 
the time when all efforts were directed towards pressing an offensive 
against the enemy might have been disastrous. 


The erection of Navy and Army hospitals within several miles 
of each other on the same island base has been criticized both by medical 
personnel and the laity in the scientific and public press. The number 
of hospital beds required at each island base were alloéated to the two 
services by the Commander of the Area (medical officer) in accordance 
with the anticipated needs. The allocation was divided between the two 
services in accordance with the number of personnel of each service who 
were engaged or expected to be engaged in combat operations. It must 
be born in mind that these island bases were not large and that the area 
in which hospitals might be established wae necessarily restricted. It 
is agreed that a hospital of over 1500 beds is unwieldy and undesirable, - 
and for this reason it was considered better to have two hospitals of 
1500 to 2000 beds each than to have one hospital with three or four 
thousand beds. 


It has deen alleged in the press that the Army and Wavy both 
established large hospitals in the New Hebrides--Solomons areaw which 
stood partially emptied for many months of the year. It is submitted 
that time is r@quired in the planning, ordering and establishment of 
hospitals and this must be done prior to the beginning of an offensive 
which may send to these hospitals large numders of wounded. The writer 
is aware of the &ct that predably.all of the hospital beds established 
in the New Hebrides and Solomon areas were not used but, at the tine 
that they were erected, the plans of the Commander of the area called for 
a major all-out. attack on well fortified and strongly manned Japanese 
vases. These plans were changed after the hospitals had been erected but, 
had the plans heen carried ont as first projected, every hospital bed 
which had been placed in thie area would have been required. The same 
individuals who now criticize the fact that these hospitals were not umd 
would have been the loudest in their denunciation of the services had 
there been large numbers of wounded with no hospi receive them,” ##t## 


lonel, MC 
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Extract of Statements made by Brig Gen Robert Ce McDonald, MC, USA (Retired), 
21 April 1948, before the Subcommittee on the Employment of Military Medical 
Resourcese , 


aie'The next subject. "Factors contributing to alleged overlapping of medical 
functions." 


“Overlapping occurs in procurement of medical personnel and equipment, lack 
of standardization in supplies, and failure to coordinate the requirements and 
operation of medical facilities, in areas occupied by more than one of the 
Armed Forcese" ; 

I am sure that we can and will cooperate and coordinate our medical services 
inthe futures I think that the merger which has been brought about certainly 
is in the interest of efficiency of the medical service, and that there 
wil. be economy in it and perhaps a higher standard of care and t reatmente HHH 


EKG! 
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TRUER EXTRACT COPY, (Extract of statements made by Colonel Thomas J, 


Hartford, MC, USA on 23 April 48 at interview 
with Subcommittee on the Employment of Bilitary 
edical Resourees) 


wwe Me, In the ETO the Army made up the mech larger complement, 
end I don't think that there was a great deal of overlepping of 
medical functions among the ermed forces, We were criticieed, far 
example, and heve been since th: wer, in ome case because the 
Navy had one fixed hospital in England. Said om pleming was 
poor, Voll, actually, that wae a hocpital that we took from the 
British, It would have heen steffed in any event, and Navy were 
perfectly honest in stating that they wented that hospitel 
because it would be a naval hospital and show the flac, and that 
wes ell there was to it, and I think it was perfectly justified, 


Ye hos ttaliced each others cases, Ye kept the sam 
records on them end took care of them ani generally worked 
very well, I don't think there was moh overlapping, We didn't 
have the same problem perhape they had in the Pacific in that 
respect. 


Relative to ell field hosritalization organization and 
equitment being identical for all services, I think that would 
be desirable, and our services are together, tie have had som 
mectings down at Camp Lejeune in North Carolina in which they 
are trying to nork ont just that thing, I see no reason why a 
Yorins field hospital or surricel hospital should be any 
different than ean Army hospital, I think they should be the 
BAW? « 


"as 2 ground activity would you recoumend in the interest of 
eoonomy that ell field hospitelization in the armed forced be 
furnished by the ground forees?" : 


If they had started out plaming on that initially, thet 
perhaps would heve worked, tt under the circunstences if thy 
hed a field hospital for their support and didn't mean taking 
the patients past some Army installation, it's all right with mo,*H 


L, Ky Fohl 
_ Colonel, MC 
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TRUE EXTRAC: COPY OF B&DICAL SU: FORt OF THE USAAF IN THE MEDITER:ANEAN THEATER 
HISTORICAL SSCTION = APTAS ‘ 


seoesesese K, "In spite of attempts to simplify channels, however, much duplication 
of effort remained. A directive prepared for the Surgeon, Army Air Forces, Med- 
iterranean Theater of Operations, had to be coordinated with Headquarters, Army 
Air Forces Service Comsand, as well aswith Headquarters, Army Air Forces, Med- 
iterranean Theater of Operations, and in some instances with Headquarters, Horth 
African Theater of Operations. Upon its return, if approved, an appropriate 
directive was prepared for major echelon Air Force commands, one of which was 

the Army Air Forces Service Command iteelf, and fa subordinate unite attached» 

or assigned to the Army Air Forces Service Command, ##*#+*s%e 
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EXTRACT OF STATEMENTS MADE BY COLONEL OSCAR S. RENDER, NC, USA, ON 15 APRIL 1%8 
AT INTERVIEW WITH SUBCOMMITTEE ON THE PNPLOYMENT OF HILITARY MEDICAL RESOURCES. 


aenne ©(K) I-think one great possibility of overlapping ef nedieal functions 
would come in the sphere of hospitalisation. 


°1. I believe a begining has been made in eliminating overlapping 
fmetiens by the joint supply. In the field of hospitalisation and evacuation. 
He objections te jeint we. me loess Tey eres) ee See be mete 
before any such scheme is set in notion. 


"2. I believe they should. I think it would be mere economical fron 
the standpoint of procurement. I believe it could. I believe that each 
should keep its own basic ee Fee ee a Pees 


"3, T believe it is. The aduinistrative difficulties are the main 


factors. Against combined use. Yes. 


-*4, I believe that a truly unified medical service is not exactly 
the proper thing because the Army, Navy and Air Feree have different problens 
and missions. There has to be some difference between the services because I 
Se ee ee 
of three. 


"6, I believe a single list could be used for all the services as an 
economy measure but I do not see any neod for a constant -~- of civilian 
consultants because in due course of time I believe the services will have 
their own specialists. 


"7, Yes. I think it could be coordinated. The problems of the two 
services are alzost identical, 


®$, I believe that a Procurement Board on the Defense level would be 
theenly solution to that problea. 


"9, I don't believe it would. I believe you should have a Surgeon 
General of each even in a umified service. "###08 
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TRUR.GOPX EXTRACT (letter, Captain 0, B. Morrison, Jr., MC, USN 
dated 23 April 1948) 


ehalahahadaded "ke Factors contributing to alleged overlapping of 
medical functions among the armed forces, 


There sould be clear-cut, concise directives from 
higher euthority as to the duties of each compment. Meetings 
of the representatives of each branch will engender confidence 
and mutual respeet, and will do much to prevent overlepping of 
functions .” * #HHe cree ; 
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TRUE COPL EXTRACT (Letter Colenel arthur B. Welsh, NC, USA 
ted 19 april 1948) 


“net %, There was definite overlapping in the procurement of 
Medical Department personnel as well as in the field of supply. 


"There was overlapping in the hespitalizsation ef the sone of 
interior as well as in certain oversea theaters where joint operations 
occurred on a large scale. 


“There was overlapping in medical laboratories and in research. 
"There was less overlapping in evacuation then in any other field. 


"The major factor responsible for overlapping and not alleged 
overlapping was so-called departaental allegiance sometimes bordering 
on jealousy. The other major factor was the existing command structure 
within the Army and perhaps within the Navy; of the latter I have no 
knowledge .* tH 
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TRUE Copy ExTRacT (Letter, Colonel C. J. Baker, MC, Air Force 
dated 22 April 1948) 


erent ®, The principal reason for overlapping of 
medical functions among the Armed Forces was lack of mutual 
recognition, resulting in poor coordination and cooperation, 
also the lack of authority to direct procedures, W teirieet 
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TRUE COPY EXTRACT (Letter, Colonel F. A. Blesse, MC, USA dated 19 April 1948) 


eenee *7), 


functions among the Armed Forces. Discussions The factors contributing 
to alleged overlapping of medical functions among the Armed Forces are 
really inevitable ir view of the existing organisation for national 
defense. With two separate medical services serving the Armed Forces it 
goes without saying that overlapping of medieal functions in many ine 
stances are the natural result of dual organisations each working towards 
ite orn goal, The lack of unified control and supervision at the high- 
est level causes such overlapping. Closer cooperation at all echelons 
ef command would prevent a considerable amount of overlapping but 

until such time as a system of overall control and supervision is insti- 
tuted overlapping is to be expected and will be the rule rather than 

the exception,” ##i# 
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TRUE COPY (Extract Ltr M. C. Stayer, Major Gereral, Use Se amy, Retired, 11 Apr 48) 


“wane (i) Factors contributing to alleged overlapping of medical functions — 
among the Armed Forces. | ; 


cae The desire to build up an empire and obtain credit — 
_ Lor the service to which they belonged. 


20 kt of snusdiaaiad wikasken olth Ahk varlak. groups 
as to the requirements in the areas where either fight- 
ing or near~fighting was to take place. 


3e Inability of commanding officers to coordinate their 
' ideas. 


Se ee cality, no inuginatio Dy > 
ig gages el ihe aa Ts 


things done. 
50 = Theatre Surgeons had little or no contact with 
Te ee aad 


Colonel, 


MMR fa 


zm oot acest (Letter from Colonel Robert £. simpeon, UA (20t.) 
| ‘dated 1 May 1948) 


(90000 "(r) Factors contributing te the alleged overlapping of medical 
functions ef the Armed Ferees. This has been mentioned to some extent 
already. As has deen said, it ie believed that general hospitals of 
specialised nature within the sone of the interior could serve all 

components of the Armed Forces, and the same may be true of general hospitals 
within the combat sone, However, each component of the Armed Forces should 
have its medieal Dept. and could supply persennel te staff such hospitals. *sesee 


MST cae, 
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TRUE COPY (Extract Lt Bascom Le Wilson, Colonel, MC, Air Forces, 21 April 1948) 


*+ww"Reference par 3(k) "Factora contributing alleged overlapping of medica). 
functions among the Armed Forces," many instances of overlapping of medical 
functions were noted, most noted of which was the duplication of Ground Force 
and Air Force Hospitals in the same area, often contiguous areas, a good examle 
of which was El Paso, Texas, where there existed the Air Force Station Hospital : 
at Biggs Fields it certainly couldn't have been in the interest of economy either 
from a nonitary point of view or that of economy of medical personnel, and it 
would seem both logical and economical, financially and otherwise, for one 
hospital, be it Army, Air Force or Navy, to serve any given area where geogreshi~ 
cally suitably locatede™ Hin ‘ 


Colonel, HC 


Cun “we 


went §(K) 1, In my opinion, yea, I am not qualified to pass final 

. Sadement on it. I think that the joint supply program is certainly e 
definite step in the right direction, In administrative procedures, 
particularly in the care of patients, in handling their records, it's 
definitely indicateds also in standardisation of forms for physical ax 
amination ami others of that nature, 


“Objections te joint use cf hospital facilities in 21, in ay opinion, 
ave minor, I think they involve an understanding cf joint adninistra~ 
tion and staffing, which can only be worked out with experience, I think 
that we are getting into the field of the Hawley Committee's setup, I 
am not competent to pass judgaent on that. 


“Whether hospital facilities are used jointly or operated jointly 
is somthing which in my opinion represents two different things, A _ 
hospital run and staffed, for example, by Navy personnel can and has 
handled personel fran all. over the services, I have never seen a 
hospital which was run by a representative of one service and staffed by 
menubers of all the military ser@ices, I guess it can be done all right. 
With ou Army, Navy, and Air systems aa we have them now set up, I should 
certainly think it would be easier for the moment at least te cpersate 
our hospitals under one head and then permit patients of other services 
to come in, rather than try to try joint staffing, although I think we 
are ccing to cone to that before we get through, 


"Standardisation in fieldetype hospitalisation would certainly 
tend to efficiency, to econcay in procurement, and to ready interchange 
ing of the unit from one force or service te ancther, This in my opinion 
represents a distinct advantaze, 


"I feel that any ground activity should be cubwhaisad Ww ont cack 
of the ground forces, The ground forces are naturally interested in their 
own medical service, and I think that they should be the prime factor at 
least in developing’ the tables and equipment liste for these hospitals, 


"I can't answer this on standardisation and fixed hospitals in 
the ZI, In the ZI peace ami war, I am not in position to answer whether 


Solateres mrs less standard layout subject to local modification, I 
certainly think 1 oe rae O 


(ek) «otal, 
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BSrrACT OF STATERENTS MADE Bs ‘ 
Colenel Frederic 4, Westervelt, MC, U.S,A. on 22 Avril 19:8 at interview 
7 @ on 13 ment © 8 @8 Ources 


"As far as etaffing and equippine these rcepitals, I think that 
would depend upon to what extent the surgeon ceneral wanted to specialise 
activities in the several hospitals, 


"(K) 3, This is personal, toc, but I am going to answer it. I 
don't think that the adninistrative difficulties of operating joint 
service acepital facilities represent the paramount objection fcr combined 
us@e I think the chief objection is habits maybe the selfish interest 
of the individual who wants to work with tke people that he is accustomed 
to working with, or who feels for some reason or other that his particular 
service does things more to his liking than the other service, In short, 
I think it's a human feeling that requires education oefore we can cone 
to successful joint staffing and operating of a 1ospital facility, 


*I think the idea is so new to service personnel who ever since 
they have come into the services have felt that their service was just 
scusthing apart, and what we need is a realization that we have much 
mere in comi.on than many are willing to admit, and that there is no 
practical or serious chjection to joint staffing and operation. I don't 
think any of these cbjections are sufficiently serious to discourage 
trial, and I am very optimistic about the results if they are given a 
fair trial, 


"The answer to the latter part of question 3, certainly a unified 
systen of administration, including forms and laws, would very definitely 
facilitate the joint staffing and operating of medical units, Asa 
matter of fact, it would almost make tiem so simple that they wouldn't 
be joint any mare, 


"(K) lh. As far as is concerned, mandatory coordination is, I 
think, the only way that a real coordination of these medical services 
can ove initiated, It will require mandatory cocrdination te set up a 
system which will elisinate many of these cvorlapcing ot alleged over-. 
lapping functions, A direction by a medical head in the form of a 
medical sectin or staff azency on the level of a Secretary of Defense | 
would cartainly break the ice in startinez the coordination of these . 
services and bringing about what in my opinion is a true merger cf the 
medical means cf the armed forces, 


*(K) 6, Answer to No. 6& I should think that a single list of 
consultants should be estavlishod as an econany measure, I a not 
familiar with how these consultants are being handled now, but I do 
know there are several lists, and I assume the list that the Navy has 
is entirely separate from the Army, I.know that the Surgeon General 
has a separate list from tho Army commander, sd I suppose it goes 
further than truat, and I think we should have a single list,* 


(k) re ofa 2e 
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"(K) 7, t also feel that cur residency training programs snculd 
be more closely coordins ted3 in line with the general idea of elininat- 
ing competition among the services, 1 think we should coordinate our 
procurement efforts, our inducements, dbaite and everything else that we 
are using to get pecple to come in, And that is one mure thing that I 
think I could have added in a previous question when talking ebout things 
that could be coordinated like the supply effort. I think we could co~ 
crdinate our procurement effort as well to avoid outbidding one anoths 
in our effort to cet people to cane into the regular service, and I kind 
of touched on No, 8 wien I talked about bidding for procurement. 


ra "The spirit of competition is a very basic American thing, It's 
ene thing that makes Awerica strams, wut I think that competition can 
be carried to the point where it becomes just frank rivalry, 


"I think in case of medical officers, which are if not in critical 
supply, they certainly are not abundant, that it would be better for 
the welfare of all the armed forces—and particularly in their relation 
with civilian population--if the armed forces could standardize their ape 
proach to the civilian doctors, in other words, offer them the same 
opportunities for professional training if they wanted it, offer them the 
same amount of income, offer then the same grade if coming in direct 
from civilian life, and things of that nature which st the present time 
are not in actual fact, There is considerable. competition 


®(K) 9. I don't visualize wifcrmity of all medical servicss on a 
defense level, J tink that on a defense level we should have complete 
wuniformity- of medical thinking and possibly—and anly possibly.of hich 
level hespital service, I don't see hor we can have comm medical ser 
vice at the trogp and ship level in the services, The requirements are too . 
specialized, A knowledge of the tactics and the operation of the fight- 
ing units is necessary te give proper and intelligent medical service, I 
don't believe that you can standardize the requirements at that level, 


| “In other wards, I feel that each major fores needs a medical sar 
vice at the level of the people that are doing the fighting, I think | 
that this would entail a certain amount of individual research and de~ 
velopment concerning items and what not et those levels, I do think 


. that an w level as indicated here, the defense level-I suppose that 
meang Mr, eptal's leveleeI think at that level a creat deal of the 
high level medical research problems could be ee under 
Ot a | RECOnRU& 
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EXTRACT OF STATEMENTS MADE BY: 
Colone ederic tervelt 0 2 April 1 
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I therefore feel that at the top level there should be a medical director 
or medical man for the armed forces as an advisor to the director ef the 
armed forces, to the Secretary of Defense, and I think that he should have 
an advisory staff to include research and development at that top level. 


As far as Ho. 12 is concerned, I think that the more combined 
planning we do on all medical matters, the better we will be, and I think 
we must consider the Veterans' Administration, Public Health Service, and 
all the civilian organizations together. I think we must all work together 
on this problem, *#sessese0 CO i: if 
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TRUE COPY EXTRACT OF INTERVIEW WITH COLONEL VIRGIL CORNELL, MC, USA, 30 APRIL 1948 


seueesses K, "I will go to (k) because some of these remarks refer to that. 
"Factors contributing #0 alleged overlapping of medical functions among the aes 
Forces." 


In small areas, duplication is apt to occur. For example, in Puerto 
Rico, '41 to '43, there were Army, Wavy, Air Corps, Public Health, insular, and 
Engineer Hospitals, an island 30 by 100 miles. Gonstruction engineers civilians 
siok, could not be hospitalized in the Army Hospital, so an engineer hospital 
was built securing materials through high priority which were needed in the other 
places. Medical personne] in the Air Corps Hospital were not available as re- 
placements in the Army hospitals. At least two large hospitals in such an area 
could handle all the work with dispensaries or small station hospitals at the 
other post to soreen oases for hospitalisation in the larger units, which would 
certainly save personnel and equipment, and I think in time improve treatment. 


Specialty services could be grouped such as X-ray, laboratory, dental 
and so fcrth. 


Overseas four to six medical officers were aasigned to varicus units 
held at air fields where only dispensary service was given. They never went o: 
missions except for something to do, but had to be present with that unit be- 
cause it was an ATO requirement. One of the majors from over at one of the 
fields on the other side of Italy who was being transferred had been trying hard 
to get into a hospital where he could get back and do some medicine particularly 
gave me a story as to what they did at this air field. There always had to be 
three of them present on the field. There were five there; but if there was a 
crash and injured were brought back, they gave them dispensary service and immed- 
.iately threw them into a general hospital. 


I recall at one time early in the war when there was an Air Corps ex- 
pansion, a small area -- I forgot whether it was Puerto Kico or Panama -- immed- 
iately 300 medical officers because there were that many officers called for in 
the organization of that many groups. With modern air evacuation the number 
of medical officers can be quickly increased almost at any point, and if cases 
needing specialized treatment can be flown back to a base unit where they can get 
definitive treatment, I feel we shouldn't scatter medical personnel at stand-by 
points where they are not occupied. 


As I said a while ago, I believe unification basically is sound and 
ean ultimately be completely accomplished, but that its always hard to bring 
various groups together who have had instilled in them for many years a pride 
in service, and perhaps you might say a little friendly conflict. 


REAR ADMIRAL ANDERSOW: You mentioned the overlapping of function 
so far as hospitalization was concerned in Puerto Rico. Do you have any suggest- 
ions as to what agency should coordinate hospitalization, say, in the gone of the 
interior, in locations like Puerto Rico, Hawaii, in other words, in areas other 
than theaters of operation? 


Now, I might suggest that the Subcommittee have discussed the ostablish- 
nent of a joint medical board on a high level, say, the joint-chiefs-of-staff 
level, which would have the authority to establish coordination not only in regard 
to hospitalization, but in all other functions of medical services. Can you give 


us some ideas of yours along that line? 
(RESTRICTED Sea 
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RUB COPY SXPRACT OF INTRRVIEW WITH COL CORNELL, NC, USA, 3O PARIL 1948, 
RK. SONSIAUED: : 


COLONEL COHNBLL: I think you are right in establishing the designa- 
tien as to who shall be responsible in a given area at a high level. <All of the 
services have had inculcated in them the idea that if 1% comes down from above 
it's carried out, If it's unde locally, there is always a feeling that there as 
been some ~ perhaps we might say - friendly intrique; ec that if it comes down 
from above that this sene, which is in command of so and so, euch and such a 
service, will be in charge of general hospitalisation. Other anite will estabiich 
only minor medical unite and will-refer their cesee that need hospitalization to 
euch and quch a gencral hospital. Have it known as @ genera hospital, not an 
Arny or Bavy or Air Corpe hospital; but the general hespital ef euch and such an 


aréa, which could be staffed by personnel from st present all of the services, 


but later from the medical service. I think ene has been planned for at Roosevelt 
Reads and the large naval establishment at the cast end of the Island sight have 
called for a large hespital there, and one in the region of San duan, and now I 
wnderstand - I may be misinformed, buf I think there is another hospitsl going up 


I think we can save:a let eon medical personnel, medical supplies, large 
medical equipnent b; having them centralized in these arent. 


Nov, at Salat Thomes, wheres ve just had a few Army treops and cecasion- 
ally some caretaking elements, I believe those men were taken care of in a dig- 
ponesary, tney called it - it wee a lovely hospital, in ay way ef thinking, and 
there wo didn’t have an Army hospital, We didn t need one} 


I think that's the thing that could be carried on, and i believe the 
desi sion shold be atte frm « high Level # Seeeeeees 


yee Ow Mg Ma 
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eRUR CORT EXTRACT OF INPERVIRW WITH REAR ADMIRAL KOTOR B, WILLGUTTS (uc) Use 
4 May 1948 - 


eeeenes EK, © REAR ADMIRAL WILLCUTTS: I think that is well esteblished. I think 
that is a going concern. 


REAR ADMIZAL ANDERSON: And do you feel aleo thet in precurezent there 
er be some plan which would avoid competition among the services ~ procurement 
of personnel I am referfing te? 


REAR ADMIRAL WILLCUTPS: 2 woulda'’t say competition. I think com 
petition is to be encouraged always. We wouldn't do away with football until the 
Wevy had slaugstered you fellows at West Point fer previous defeats of the past 
sentury. I think competition is ali right, 


I do think we can safeguard against overlapping. if in a sene we 
have an eutstending seure-surgeen or an outstanding Gardiclogist, or somebody 
which the other sistcr services have desire of, I don't see any reason why there : 
Sey be exchange ef these specialists and consultants and commen sense. exchange 

of staff. As to precurement, however, I am fixed upon the point that your decters 
are not ging to be drafted. That word “draft* Ao = pee eee ere. as I said a 
winmate ago, the draft will make them enlisted men, 


hia: snly ‘wap Stay voc Oratt oie ta UO he eablatel piswia, ca eens 
tice seaman. When we register these decters from age 45 down, then the doctors know 
ing that certain quetas are going te be called upon will get busy and see that we get 
them. Otherwise, they will be caught in the draft. pds eg magnet on procure~ 
ment, The Army has their etery and we have ours. iI don | know how you are going te 
absorb our Javal Reserves, 


REAR ADMIRAL AEDERSOH: The subcoamittee has felt that the Reserve 
organisation should certainly be asainteined. 


REAR ADMIRAL WILLCURTS: We have a Meserve sow that will meet all our 
needs, unless we get to a 4,00,000 man avy. There are 14,000 decters and they are 
- Classified. There ave professional cards on them separated by divisions. 


REAR ADMIBAL ANDERSON: Of course if the present draft bill becomes 
law the Heavy will benefit ty doctors who are brought into the Service as a result 
of that law. 


REAR AIMIRAL WILLCUIT#: But we will get ours from our Wi2 pool, 
and the Army will get theirs from their ASTP achocia. ee ee 
we will get brothers, one Army and one Bevy. Gar source of supply will be similar, 
wat they won't be the same procurement. 


Air Fores, it scone, Indiana, waiciay have quote £0 is 
dale dk cok tase thnk Lécke Ehee holt mobo ch ened Mebtan: That is just 
S6nse, 


| 


mcr ak 
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GHUE COPY EXTRACT OF INTSRVIEY WITH RAR ADMIRAL MORTON D. WILICUTTS (mC)USN 
4 Kay 1948, , Qos RUsueo: 


Now as to ohyeicel standards, thet profile system is fine. I 
think we should judge them alike, But I think we can have a Havy doctor and an 
Aray doctor on recruiting to sell a bill of goods to each one, I think it's 
fine to keep a Little esprit de corps, 


CoLOEEL POHL: You would recomsend a complete medical service 
identified for each. 


REAR ADMIRAL WILLCUTTS: Yea, I would, but aisterly and brotherly 
and with cowcon sense, and vith a wide open door for all types of patients, *eesere 


ChE. we 
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SAU BORD AREAS (from address of Major General Albert W. Kenner, MC, USA 
13 May 1948) 


MAJOR GHNHRAL KENNER; ***** “Ag to the next question — factors 
contributing to alleged overlapping of medical functions among the 
Avned Forces -- hospitalization, medical supply, personnel and research, 
and similar factors, it seems to me, sould be controlled by a proper 
authoritative and integrating or coordinating agenay. This overlapping 
has existed and we have seen it. We had an Army hospital here, with an 
Air hospital there and a Navy hospital there 40 miles away. The Aray 
hospital may have-been empty, with each taking only its own patients, 
the other one almost emty, and the other one full te overlowing,. There 
again you come right back to this one central coordinating agency. I 
think that is the only cure for it," seseece 


ee 
L, K. Pohl, Colonel, MC 
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RUS COPY EXTRACT OF INWSRVISW WITH BRIGADIER GUNURAL JOSEPH &, BASTION, 
MC, USA, (RETIRED) OF 3 May 1948, 


Seenneeeee KK, 8 Pactors contributing to alleged overlapping of medical functions 
among the Armed Forces. 


BRIGADIER GENERAL MARTIN; Off the record, 


BRIGADIBR GENERAL BASTION; Hight now you can do a few things like 
your supply, research, and than I think you can do something about the definitive 
treatment of patients, hospitalization, general hospitalisation. How, you #till 
will have to have, I think, men treined for duty on ships, and with the Air 
people for their bases and with the Army for tactical combat troops, but I do 
think that right now for those things that I mentioned something could be done, *eeess 
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le Any discussion or consideration in regard to apparent dis 
affection of medical personnel as a result of Shei re in doi 
booed i eo Picea sag full realization aciation : 


( @. Review of the comments made by various still active and some 
inactive Medical Department officers who served during World War IT, 
emphasizes the fact that this problem of disaffection was, and still 
ir, a most important necessity for future ccrrective action by all 
echelons, Line and Medical Department, from the Secretary of Defense 
level on dom. The comments are too universal and familiar to be ac- 
cepted lightly and passed over without their prevention, insofar as 
is humanly possible, in any future war. It is believed that the pre- 
sentations already made in this report in regard to previous subjects 
considered (1.e., personnel procurement methods, assignment policies, 
etc.) will autmatically do a great deal to effect the desired end. 
The diversity of action required in attempting to remedy the multi- 
plicity of complaints encountered, should be provided for in all 


planning during the coming months and yearse 


3. It is believed desirable for the purpose of brevity, that 
the following essential summary of the reported causes of disaffection 
should be presented: 


ae uch dissatisfaction with policies and methods in per~ 
sonnel management is reported. In particular, these include procure- 
meant methods, duty assignments, rank upon being cormissioned and other 
matters such as difficulties in promotion, prolonged overseas and sea 
‘duty for some, as compared with others, plus inconsistency in redeploy— 
ment and demobilization procedures. There were evidently many irres- 
ponsible promises made by certain Medical Staff personnel to incoming 
officers as to rank and duty assignments which were never kept. The 
permitting of private practice to be continued by some "mobilized 
personnel" is mentioned. The family and housing conditions exaggera— 
ted by a lack of human understanding and reasonable consideration of 
each doctor and dentists’ personal problems were believed most impor 
tante Mention is made of a cheapening of the higher medical ranks 
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due to comparative relative ease of promotion, when position vacan= 

cies occurred, and which obtained for sane of the younger, recently 

civilian MC officers. Also mentioned are class distinction created 

by designation of affiliated units, as it existed between regular 

and nonregular components and as stimulated by the recently required 

board specialty qualifications and the instances where military dutics 
ed many of tho younger officers from furtherance of their pare= 

ly professional education along the specialty lines desired. 


be A Medical Department officer, having been professional~ 
ly trained, has come through a developmental period in preparation 
for future public service and as an individual capable of indepen- 
dent thought and action in accordance with-the deductions of his om 
mind as to the proper means for the accomplishment of a desired end. 
His dislike for regimentation could not always be alleviated by 
tactful Medical Department Regular Officers. Too often the disaf~ 
fected former Medical Department officers were not awarc of the part 
Line personnel management played in the picture. Conflicts with 
non-medical officer personnel were reported of frequent occurrence, 
and often due to an abuse of command authority from which MC officers 
had little or no possible recourse. It can never be assumed, how= 
ever, that tough bodied and tough minded laymen in Command positions 
will have a full appreciation of the proper functions of doctors 
and hospitals. 


Ce It was stated and it is believed true that “when 
medical personnel were actively engaged their morale was high", that 
varying periods of inactivity, an inadequacy of preparatory medical 
indoctrination and training, an excessive and umecessary or unsuit~ 
able, often most arduous military training, primarily intended for 
nonmedical personnel, and finally, a frequent failure of recommenda— 
tion for outstanding services occurred all too frequently. General 
hospitals were reported as being too large to allow for proper and . 
adequate persomel administration. Conflict between various medical 
echelons extending to the Surgeon Generals was exposed to full view 
of many of the civilian Medical officers and they often were allow~ 
ed to participate therein enthusiastically. The concepts of civil— 
ian medical officers of military service in peacetime, is consider— 
ed to be predicated upon their wartime experiences. Dissatisfac- 
tion because of an excessive predominance of the psychiatric element 
in much of their clinical material evolved, because of the military 
stresses and other influences in war time on all patients. The 
necessity for rendition of medical care to civilians and which was 
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thought could just as well be done with the doctor again a ci 
caused such discontent for some medical officers and particularly 
dentists. This factor, added to a relatively disproportionate income 
for the military medical officer has prevailed and still exists. 
There is the concept held by many lay persons and existent in some 
of the highest positions in our Govermmental structure, a nonunder= 
belief that the medical service, and particularly that for 
the military, is a commodity which can be bought and sold, in the 
same mamer as done in other arts and most trades. This is based 
evidently upon the apparent misunderstanding that the Hippocratic 
cath ated higher motivated ideals of the doctor make it mandatory 
and binding for him to accept any imposition as may be deemed ex~ 
pedient, in his having to render adequate care of each and every 
patient, for twenty-four hours a day, seven days a week, etc., and 
that therefore he will accept complete exploitation by the so-called 
business man commodity minded executive and/or commander concerned. 


4» Individual opinions varied considerably in regard to 
primary causes for the disaffection and suggested remedies. Fre=- 
quently the suggested remedy, such as some recommended changes in 
promotion criteria and status of Medical officers might well favor 
a certain few individumls and also if employed and followed through 
in a future conflict result in a deterioration of the quality of 
medical care rendered. Interference with carrying out of the pri~ 
mary mission of the force concerned would result eventually in a 
greater dissatisfaction than existed prior to the institution of 
the supposedly corrective measure. 


It is believed particular significance should be given to 
the American Medical Association Analysis of Post War Questionnaire 
Report, pertinent extracts from which are reproduced, see page 40 
of supporting data. “It 4s here considered in view of the 5 points 
stated as to: “What These Doctors Want" — in brief: (a) Avoid= 
ance of Medical overlapping; (b) Professional duty assignments 
(c) Avoidance of needless excessive number of doctors 
civilian service; (d) Professional ability rotation and (e) Military 
hospital construction with adequate consideration of possible civil— 
ian wartime requirements; that the Fores Medical Staffe 
concerned must give adequate continued attention to appropriate 
phases of these points ee eee ee eee 
activities. 


TI.’ CONCLUSIONS 


1. A disaffection of the civilian medical professional 
groups for the Armed Services after their service in World War IT, 
although partly concurrent with and resultant from the general 
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antagonistic reaction during demobilization, nevertheless, was and mst 
be considered as persisting, to a most sipnificant degree and parti- 
cularly among civilian doctors and dentists. 


2 The causes of disaffection, although most multiple and 
individual in degree as applicable to each former medical member of 
the Armed Forces, are deemed susceptible to marked lessening and cor= 
rection if analysed and followed through with such intent, Command 
realization plus their full cooperation, and the avoidance in Medical 
echelons, of all possible duplication of similar errors in regard to 
medical personel management as reportedly occurred in World War IT 
and as a ta was onal is demanded in preparation for 
and during futwre National Emergency. 


30 It is believed that there has not been adequate mention 
made of the good and favorable accomplishments and extreme considera— 
tion given to many former medical officers serving in World War IT 
upon their entry, during their service and to allow for their separa- 
tion, as was accomplished by the Regular Military Medical Establish— . 
mente In the minds of most of these so favored former officers 
are many memories of assistance, guidance and all possible favors 
as could have been given them so as to render their tasks easier, in 
their adaptation to the multiple, unusual, vigorous demands of mili~ 
tary life in ware 


4. The lack of revised promotion policies, especially for 
members of the inactive reserve, is deomed an important requirement 
for most careful analysis and action. The relative success of the 
old Regular Army promotion system, based upon length of service pro= 
vided accord, minimm jealousy and a security unparalleled by civilian 
medicine during the thirties. The “ruming mate" system of the Navy, 
insures opportunity for promotion to the MC officer in sequence with 
the non-medical officer component. 


le Policy definition to allow for maximm administrative 
and operational cmtrol of medical department activities and a 
larly medical personne] management by the Medical Department of the 
Armed Forces concerned. . 


2» Contiming Armed Farces Medical Department analyses 
and corrective action indicated against those conditions which caused 
disaffection as are reported and available in detail by perusal of 
she supporting data. 


32 Coordinated planning directed toward possible revisions 
of current provisions for rank and pay of Medical Department Officer 


components of the Armed Forces during National lmergencye 
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TRUE COPY EXTRACT (Letter - Colonel John A. Rogers, MC, USA, Retired - 
dated 19 April 1948.) 


ye the core po ae or g Arcunstances x ithin the military structure 
yt: 2 t dis : 2 2 ~~~ ' 


Savane the most rome eo Seater in this category was the assign- 
ment of medical officers to combat divisions for periods of several 
years, A serious effort was made in the European Theater to provide 
some rotation which was difficult to accomplish at best. The average 
doctor likes to practice his profession and this is very difficult 
during the long training periods with combat troops. It is believed 
that many good men who were qualified but had not had the opportunity 
to obtain specialist's rating were utilized in spots not commensurate 
with their abilities, This undoubtedly created much dissatisfaction. 
On the other hand, it is appreciated that in mobilization of this 
magnitude that individual injustices are inevitable. Every effort 
should be made, however, to have the speed of mobilization of 
medical personnel keep pace with the actual training and tactical 
requirements .* 


TRUE COPY FXTRACT (Letter - Colonel Arthur B. Welsh, MC, USA, e 
dated 19 April 1948) 


‘®, The position of The Surgeon General in the Army Service Forces 
and his inability to advise concerning and influence the medical 
service armywide cause the greatest disaffection because of its rami- 
fications. There was too much lost motion in effecting coordination, 
High command did not always avail itself of medical counsel. 

* The Surgeon General in World War II had definite responsibilities 
by law but he didn't have the authority to discharge his responsibili- 
ties because of his position in the Army Service Forces. 

" There wasn't a ‘Medical Monitor’ who could issue orders in the 
name of the commander and make the medical service function efficient] 
and insure the conservation of medical means. 

* Too much shopping around for jobs wes permitted. The medical o’ 
ficer who came in early often got in a T/O spot and was permanently 
stymied while the less capable doctor waited wtil higher initiale - 
missions were offered either by the Navy, Air Forces, or Army, then 
came in to a better position than that occupied by his better qualified 
confrere of longer service who was frozen by the T/O of his unit. 

* Implementation of rotation between tactical and service units beth 
in the zone of interior and overseas was planned but not enforced and 
cost heavily in morale and post-war doctor soe “ 
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TRUE COPY EXTRACT - Continued - Col. A. B. Welsh, MC, USA 


"Failure of rotation between oversess and zone of interior positions 
made doctors feel they were being discriminated against. 

“Affiliated units created class distinction. Board certification 
may do this in the future if permitted to be the Pranopes criterion 
of assignment. 

"The emergency medical officer thought there was too much control 
over his activities by non-professional officers. There is wisdom in 
medical command. 

"Theater army and communication zone surgeon positions were not 
always filled by the same individual. 

*There was no single power at any level that could move outstanding 
medical personnel without line concurrence, There should be, provided 
a numerical replacement is furnished." 


TRUE COPY EXTRACT (Letter - Colonel F. A. Blesse, MC, USA - 
dated 19 April 1%8) 


» .: Poor Seiinine Many oe our war-tine officers hated ate jobs 
because they did not know what to do. As a result there was inefficiency, 
idleness and brooding, and now, in peace time, there is antipathy. Fx- 
perienced military men know that battalion and regimental surgeons, 
clearing company commanders and the like are the ‘shock troops' of the 
medical service. What they do, and how they de it, influences the 
operation of the entire system of medical evacuation and treatment. 
Yet these men were not, as a rule, adequately trained for their work 
er properly indoctrinated; if they had been, they would not have felt 
degraded by serving with the combat troops and would have realised its 
importance to ghe combat effort. 
* kb. lack of consideration for personal feelings. I believe it 
ean be truthfully said that medical officers are nore callous in deal- 
ing with each other than are officers of other branches. There are 
numerous examples of unnecessarily stringent regulations, harsh efficiency 
reports, failure to make dispensary service attractive by permitting 
minor surgery te be done, unwillingness to rotate doctors between 

6 hospitals and Gispensaries, frank discrimination because of professional 
jealousy, etc. Every medical officer should be made to appreciate his 
unselfish responsibility for the development and career management of 
his junior officers, 
* ee. Stagnation in grade. This is a fundamental defect in our pro- 
motion system. The British Army system, whereby an officer is given 
the grade authorized by his position, is worthy of serious consideration, 
This system prevents an accumulation of excess officers in the higher 
grades, makes it’ possible to reduce an inefficient officer without 
complex adminiatr:tive procedure, and rewards the capable officers by 
giving them rank commensurate with theix duties, It also emphasizes 
the basic concept that rank is a symbol of 2 ero tinen am not a 
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TRUE COPY EXTRACT - Continued - Col. F. A. Blesse, MC, USA 


compensation for time served. . 

» da. ‘Patriotism does not pay'. Those doctors who stayed at home 
worked strenuously, but made their fortunes. On the other hand, the 
longer a doctor steyed in the military service, the more he and his 
family sacrificed economically. Some means of equalising and minimizing 
the inconveniences should be devised. The moet satisfactory solution 
that comes to mind is federalization of medicine during an emergency. 
This, however, would evoke loud protestations from the entire medical 
profession and all their prospective patients, even though several 
millions of people in the Armed Forces would live under federalised 
medicine. It is probable that this problem could best be approached 
from the civilian angle, by one of the committees of the American 
Medical Association. 

* e@. Among the younger generation, including doctors, there appears 
to be a need for some old fashioned patriotism and an understanding of 
the importance of unselfish service to the country in time of emergency. 
Sacrifice and herdship must be expected in time of war and it hite some 
harder than others. Medical officers sometimes failed to see how much 
more many others sacrified. Those who did not have the advantage of a 
commission and whese families suffered financially while they endured 
real hardships. Many of these were professional men, merchants, etc., 
who served as enlisted men and lost everything because of the war, : 
was heerd from these than from many who had less reason to complain. 

®" f. Referenge could be made to complaints heard regarding promotion, 
assignments, rotation, waste of their telents, prolonged periods of 
‘field duty compared to others, discipline, regimentation, periods of 
inactivity, ete., but they should serve only as a guide te our studies 
for possible corrective action. In my opinion, most of the criticisn 
comes from a few diegruntled and poorly informed reserve officers who 
obtain more publicity than the actual majority whose ideas differ. T 
am convinced that this is not the opinion or attitude of the majerity 
of reserve officers who saw service in the last war. A pontewar anta- 
gonisu to everything military seexs to be a normal reaction which 
gradually diminishes. Good constructive criticism should always be 
welcomed and carefully analysed to determine corrective action required.” 


TRUE COPY EXTRACT (Letter, Colonel Richard T. Arnest, MC, USA - Retired 
dated 19 April 1948) 


*fhere were many points contributing to the disaffection of medical 


efficers. Among these were promition, inequities - time in grade and 
position vacancies was farcicial, leng pericds of inactivity - docters 


are accustomed to being busy. | R —R | 
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TRUS COPY EXTRACT - Continued - Col. R. T. Arnest, MC, USA 


"These officers brought in during 1940 and 1941 should have been 
promoted at the end of their first year. They saw in 1%2 their 
classmates come in as Majors and Lieutenant Colonels while they still 
remained lst Lieutenants and Captains. Of course they griped and it 
was passed on to other members of the medical profession. 

"Medical Officers by the dozens were placed in replacement pools 
and left there for montha. I knew several cases where they were there 
more than a year. These officers should have been utilized by putting 
them on duty at a hospital, promoting them if they were worthy and not 
keeping them waiting and hoping to get into a position that carried a 

"after the war years in the United States the chief concern of 
efficers seems to be a place to live where they could have their 
families with them. They still complained bitterly of all of these 
other things that were wide spread throughout the Army. There are 
others that I don't have time to mention," 


TRUE COPY EXTRACT -(Letter, Brig. General Guy B,,Denit, BC, USA 
dated 13 April 1948) 


"fhe chief points or circumstances within the nilitery structure 
contributing most to the apparent disaffection of medical personnel - 
One of the chief points was that the staff could not be impressed 
with the fact that it was an is essential thet the Medical Department 
have more autonomy in running and administering ite own affairs. 

It is believed essential that there be a branch allotment on a pere 
centage basis for Medical Department personnel, officers and enlisted 
men and women; that there be a percentage of grades from general 
officers on down allotted to the Medical Department; that Medical 
Department T/O units be prepared in advance and appreved by the 
Department for all eventualities and that these Medical Departzent 
unite be placed under the command of the Sr. Medical Officer on 

each staff; that the Medical Department be excepted from personnel 
policies and procedures which establish bulk allotments for camps, 
stations, tactical organisations and theatres of operations.” 
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TRUE COPY EXTRACT (Letter, Colonel Robert P. Williams, MC, USA 
dated 16 April 1948) 


"The chief points or circumstances within the military structure 
contributing most to the apparent disaffection of medical personnel, 


"This subject may be discussed interminably,. The universal 
draft, with assignment of every individual to military or civil 
posts in accordance with the requirements, would cure most of these 
ills, Also it is believed that this draft would increase the feel- 
ing that everyone is serving, decrease the present selfish attitude.* 


TRUE COPY EXTRACT (Letter, Major General M. C, Stayer, MC, USA-Retired 
dated 19 April 1948) 


"The chief points or circumstances within the military structure 
contributing most to the apparent disaffection ef medical personnel. 


"1. They were not used for professional work and were used 
as members of Boards of Inquiry, Investigation Beards 
and investigating officers other than which concerned 
medical or surgical problems, 


"2. Members of General and Special Courts Martial, which was 
considered wasting their and the government's time. 


“3, Filling administrative positions as executive officers 
for evacuation hospitals, convalescent hospitals, station 
hospitals, registrars, and adjutants for hospitals of the 

"4. Lack of promotion. 


"5, Commanding efficers who were poorly selected and forgot 
they were still doctors," 
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TRUE COPY EXTRACT (Letter, Brig. Gen. R. C. McDonald, MC, USA, Retired 
dated 15 April 1948) 


"The chief points or circumstances within the military structure 
contributing most to the apparent disaffection of medical personnel. 


(1) Comment: Disaffection of medical personnel, particularly 
medical officers, results from: 


a- Malassignments: Too often medical officers are not assigned 
according to professional ability - too much administrative work is 
the complaint of many physicians; 


b - Too much purely military training, particularly fer medical 
specialists; : 


e ~- Lack of, or inequalities in, promotions; 
& - Idleness enforced by campaign conditions; 
@ - Delay in demobilisation.” 
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TRUE COPY EXTRACT (Letter, Dr. Russel V. Lee - (formerly Air Force) 
dated 18 April 1948.) 


"The chief points or circumstances within the military structure 
contributing most to the apparent disaffection of medical personnel. 


"The dissatisfaction is not only apparent tut real and often well 
feunded. The principal gripes are lack of professional opportunity, 
lack of any real duty, subordination to high ranking, but professionally 
' t commanding officers, the inequities of rank (rank should be 
avolished in the medical service, all should be ‘doctor', pay should 
very with position held not with rank), resentment against nalassign- 
ment, sense of futility when confronted with organizational rigidity." 


TRUE COPY EXTRACT subbed Dr. A. R. Shands -(formerly Air teens 
April 1948) 


*The chief circumstance which lead to disaffection ef medical 
personnel was the lack of proper assignement and the failure to obtain. 
promotions wher the personnel thought they were due. I personally 
believe that all rank should be abolished in the military medical 
services. A doctor's prestige on a post even though he might be an 
excellent physician was not what it should be if he did not have 
comparative rank te non-medical personnel. This had a tendency to 
lead to lack of respect on the part of the layman for the doctor,” 
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TRUE COPY EXTRACT (Captain Lewis T. Dorgan, (MC) USN - no date) 


“The neraecharities in nreeeticta of Medica) Officers, and baie 
in policy caused a great deal of disaffection during the last war. The 
designation of rank based on age was extremely unfair to those doctors 
who came on active duty voluntarily. Some who were 36 years old remin- 
ed lieutenants for over two years, while their colleagues who remained 
at home until forced in by selective service, attained their 37th 
birthdays and were inducted as Lieutenant Commanders, 

The sharp distinction drawn between regular and reserve Medical 
Officers caused the latter to feel that they were not an in 
part of the Medical Corps, and they frequently displayed this attitude 

h lack of cooperation with various administrative policies. 
“Some Medical Officers, both regular and reserve, show marked 

‘administrative ability, others are of value only in professional posi- 
tions, The greatest economy of effort and talent could be achieved 
‘by dividing the corps into an administrative and a professional division. 
This division would be based upon experience, personal preference, suit- 
able proof of specializations (American Board Certification), and various 
psychological aptitude tests. An alternative to this division might be 
to keep the majority of medical officers in professional work and to 
delegate most administration to a highly trained non-professional group 
of hospital administrators. This latter group would be composed of 
University graduates who had completed a prescribed course in hospital 
administration as offered by several of the larger Universities at the 
present time. 


3 ry 
6) Grant rank on the basis of experience and ability, not on age. 
(2) Minimize the distinction between members of the Regular and Reserve 


Medical Corps. 

(3) Promilgate definite policies of promotions, rotation of hazardous 

duty, release from active duty, and length of tour of sea and foreign 

shore duty. 

(4) Establish administrative and professional divisions, the distinction 

to be made on a basis of experience, ability, personal preference, and 

showing made on psychological aptitude tests. 

(5) Utilize trained hospital administrators so as to free more medical 
officers for professional duties, 

(6) Avoid 4dle poole of medical department personnel. Place pools and 

staging personnel vhere their services can be k destitn i while awaiting 
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TRUE COPY EXTRACT (Letter, Captain Robert M. Gillett, MC, USN 
dated 15 April 1948) 


®In my opinion, the chief causes of disaffection of medical 
personnel wae the failure of certain commands to take the medical 
officera into their confidence during the planning stages. 

"Unemployment of medical personnel between actual combat 
duty played havec with morale. This fault could have been remedied, 
at least in part, if reassignment and utilization of personnel hed 
been delegated to some of the lower echelons. All war plans should 
give more consideration to this problem. In my opinion, more war 
neurosis developed curing the free interval than actually under 


combat conditions.” 


TRUE COPY EXTRACT (Letter, Captain Warwick T. Brown, (iC) US 
dated 20 April 1948) . 


"During World Nar II in my contacts with several hundred medical 
officers assigned to the Fleet Marine Force in the Pacific, I cavely en- 
countered a medical officer of the regular service who expressed dissatis- 
faction or discontent with his lot. They were uniformly the key men in the 
medical organization, They could always be emmted upon to do more than 
their duty. A small minority of the reserve offivers were dissatisfied, 
principally with military life in general and because they felt that 
their talents were not being utilised to the best advantage. Particularly 
this wae true of those whose specialties could not be practiced in the 
combat forces, ‘Since the war and among the younger efficers porforming 
obligated service, the main reasons for dissatisfaction with service in. 
the Navy Medical Corpse are as follows: 

(1) The desire to early and opeigedls te completion of require- 
ments for certification by a ty beard 

(2) Family objections to the nomad type of life of the witwary 


" (3) Dislike of regimentation and dissatisfaction with Uielr lower 
rank in comparison with line officers of the same age group. 

(4) Economie, The fact that most of them can er believe they. can 
make more money in civilien life, 
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TRUE COPY EXTRACT (Letter, Rear Admiral W. H, Michael, (MC) USN Retired 
19 April 1948) 


“fhe number one cause of disaffection of medical and all Haval personnel 
in World War II and before and after World War II is the established rule 
of the Navy to regard the authority and acts of commanding and superior 
- officers as sacrosanct and failing to investigate all reported cases of 
mental sadism or near-sadigsm until the lives of many men and officers 
were made unhappy, men and officers are made to detest the Navy, to 
resign or desert or even to commit suicide. These cases may not be very 
frequent, neither are they unusual and every one remains indelibly fixed 
in the minds of the victims who are ever ready to broadcast their bitterness, 

"In my opinion, what is called ‘loyalty! is over-emphasized in the Navy 
until frequently personal loyalty to officers is placed above the efficiency 
of the unit and loyalty to the nation. In my experience officers always 
get as much if not more loyalty than they deserve from these under then, 

The reverse is not always true. Personally, I attribute the only unsatis- 
factory fitness report I received in 32 years of naval service because I 
asked that the methods of procedure of an officer - and one junior to me - 
be investigated because ‘in my opinion they were detrimental to the mental 
health of the staff and thereby to the efficiency of the command’, I en- 
close a reprint written before this incident which covered my views in 
1942. These views have been confirmed and extended until I feel that the 
greatest fault in the Navy in handling personnel is a lack of human undere 
standing, on the part of many officers, and their mistaken idea that 
toughness - even illogical toughness ~ means the same as efficiency. My 
suggestion for correction is either the appointment of a mentor or investi- 
gater to detect any condition as described and recommend action, or promptly 
investigate any report or rumor of mental sadism or gross inefficiency. 
And above all, to stop the nefarious custom of reacting to a complaint by 
punishing the complainer rather than investigating and correcting what is 


(2) A cause of disaffection is failure to make a concerted effort to 
teach the newly mobilised medical officer or enlisted man about the Navy, 
te put him at ease and at home in his organisation as briefly described 
under Paragraph (B) above, The correction is the adoption of training 
along such lines. {It is particularly important to make formerly busy 
eivilian doctors understand thet inactivity of doctors in war especially 
in the field is not only te be expected but to be hoped for because it 
indicates success in preventive medicine and/or military strategy - fewer 
sick, fewer wounded. 

(3) Excessively frequent changes of duty which gave the newly mobilized 
doctor a feeling of instability, and of 'not belonging}. Correction is 
obvious. 
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"(4) Wumerous injustices in the selection of medical officers for 
acvive duty, putting to many obvious economic and professional disadvan- 
tages those who volunteered or were selected. To reduce this cause as 
far as possible, it is suggested that only doctors over 50 years old 
and those with obvious incapacitating physical defects be declared ‘essen- 
tial for civil population’. 

~ (5) Failure te terminate the private practice of some ‘mobilized! 
doctors either by prohibition or transfer to other localities, while less 
favored do not have that privilege. The correction is obvious,” 


TRUE COPY EXTRACT - (Letter, Captain C.D. Middlestadt (MC) USW. 
dated 17 April 1948) 


"Answering paragraph 3(1), I consider the following one of the 
factors contributing to dissatisfaction of medical personnel, BuPers 
would order a Lion Unit or a Fleet Hospital to be prepared. Orders would 
go out to assemble the medical personnel, Many times the officers and 
men would wait for months at a seaport before being moved. The officers 
would have nothing to do but to play cards to pass the time away. They 
were anxious to do medical work but all they could do was to wait and 
wait. It would appear that the schedule could be made and the officer 
informed that he was to be detailed to this wit and for him to hold 
himself in readiness for such orders on seventy-two hours notice, Then 
allow him to continue his medical services as an additional nusber where 
he is on duty. This would allow him to remain with his family and to do 
medical work in which he is interested. It would reduce the burden on 
under staffed hospitals for a period. This was one of the chief come 
plaints expressed to me. They said they had joined the Armed Services 
to give their medical services and it was not being utilised, 


"There should be a better system in the assigning of rank, During 
the past war physicians who volunteered early were later to learn that 
their colleagues who had remained in private practice for a year or nore 
were given a higher rank than thsy held after having given a year of 
service. Some physicians who had been taught in medical schools by _ 
older physicians of high standard were given senior rank to these older 
physicians in the service, They had held out and offered a high rank 
by Burean of Medicine and Surgery in order to get them to enter the 
service. Some form of draft could eliminate this bad procedure, 
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TRUE COPY EXTRACT ¢ Continued - Captain C. D. Middlestadt (MC) US¥ 


*llospital corpsmen should be kept in hospitals as extra numbers or 
under instruction ingetead of doing manual labor in Lion Units or Fleet 
Hospitals, which are being assembled. This manual work should be per- 
formed by 4F or negro labor battalions and not by highly trained person- 
nel, If an individual has enough pride and energy to improve himself 
he should not be forced to do manual labor especially in the United 
States. At the front it may be necessary, where limited transportation 
would limit man power, 


*If the Navy intends to train V-12 men in the future, there should 
be some understanding that they will be required to give some service to 
the government. I have been informed by V-12 officers who have had to 
remain in the service, that there were some three thousand who received 
most of their education at government expense, but were not required to 
enter the service, This is unfair to those that were compelled to remain. 
Also there should be some consideration given in releasing these officers, 
An Alnav gave permission for these officers to request their release 
without any reason, If a medical officer had a reason to be released 
he was held in service, those without any reason were released. This: 
kind of treatment is no selling point for the regular naval officer in 
trying to tuild up the reserve corps. 


"The department should stop making promises unless they are pre- 
pared to fulfill these promises. I know of nothing which kills the 
morale any better than to fail in carrying through our side of an agree- 
ment. It should be remembered that we are dealing with educated and 
honorable men and not the lower classes of individuals, 


®If possible some kind of indoctrination should be instituted 
whereby line officers who graduate from the Naval Amademy would realize 
that their four years of instruction in a secondary college does not 
give them a medical degree. Too many line officers feel they know more 
medicine and sanitation than a medical officer, who have spent from 
eight to ten years obtaining their knowledge and with as much service 
as the line officers. The opinions of the medical department is too 
often disregarded. I have no solutions to offer, to correct this 
condition,” 
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- (Letter, Captain Alfred ¥. Fyer (HC) USN 
dated 17 April 1948) 


"The chief points or circumstances within the stitiney structure — 
contributing most to the apparent dissffection of medical personnel, 

"Opinions relative to the subject have been larcely covered in 
foregoing comments. 

"In addition, it may be stated that much dissatisfaction arises 
in the Naval Medical Service from the inability of the young medical 
officer to envisage the full extent of his career. This is partially 
psycholorical induced ty rosy reports of the status of his civilian 
contemporaries, Probably, the two greatest factors are type of 
service and financial remuneration, 

*The latter is frecuently brought to the fore by junior officers 
who do not feel that they can cet along reasonably on service pay; 
and, who are sure they cannot get along on service pay when comparison 
ie made with reported incomes of civilian physicians with comparable 
experience. 

"The type of service offers many nro and con argunents. However, 
the recuirements of the services, incident to organizational training, 
which separate young men from their families or the potential establish- 
ment of families is a strone deterrent azainst both entering into 
and remaining in service organizations. In this respect, it must be 
remembered that young medical officers are more raturd than the usual 
run of officer or enlisted personnel at entry into the service. 

"Much of the sissatisfaction incident to this is believed to be 

ary and resulting fron the current economic and housing facility 
situation in the United Stetes, 


IRUE COPY EXTRACT - (Letter, T. F. Cooper = dated 19 April 1948) 


"Points that have given rise to disaffection among medical personnel 
are many. “ar is unpopular and on termination of hostilities there is a 
tendency to separate one's self quickly and completely from any service 
connection. Differential betreen service pay ami pecuniary rewards in 
civil practice is too crest. 3ea duty and duty at seal] stations, re- 
cruiting duty, etc., are not appearling to the great majority of medical 
mene Ideas of peacetime service are often based on experience during 
war service wherein lorg periods of separation from family and friends, 
often in remote areas with only trivial medical duties, obtained. Increase 
in educational requirements and costs of obtaining same are deterrents to 
service interest. Service interns, if given a reguiar commission on come 
pletion of internship, should be given full credit fer longevity and pay 
purposes for the time spent as an teas Yaa ot as 
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TRUE COPY EXTRACT os tolensd 0.7 0, F, McIlnay, MC, Air Force 
dated 20 April 1948) 


weet "1, There is apparently a very definite disaffection of 


medical personnel for the services, that is, on the part of those who 


served during the war. There sre several definite factors which contri- 
buted to this disaffection, as follows: 


*(1) Mal-assignment of specialists. 


"(2) Wastage of professional talent by requiring them to perform 
administrative tasks and through assignment of excessive numbers of pere 
sonnel to certain organizations with the general idea that their services 
might sometime be required. Physicians and surgeons do not resent being 
called upon in time of war to function as physicians and surgeons, but 
they do as a group resent being called upon to perform military adminis- 
trative functions for which their professional training is unnecessary, 


"(3) Failure to properly recognize professional responsibility as 
equal to administrative gesponsibility in the matter of promotions, 
Hany medical officers who had spent years of hard work and a great deal 
of money to prepare themselves for a professional career were stymied 
in low grades because of inadequate provisions for their promotion, 
and while in these low grades, they observed many youngsters whose nly 
training for their military occupation had been provided by the <overne 
ment passed them up in rank by several grades. In case we are aver 
again to call these highly qualified professional people inte the scre 
vice, adequate provisions should be made for acknowledgment of their 
value to the service and the only proper acknowledgment appears to be 
through their being given appropriate rank,” *+#+# 


\ 


. RESTRICTED aR ra a Colonel, MC 


RESTRICTED 


TRUE COPY EXSRACT (Letter, Colonel Robert E. 


Peyton, MC, USA 


dated 19 April 1948) 


®nee@Buch of the disaffection resulted from failure to realize 
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TRUE COPE EXTRACT (Letter, Captain R. F. Sledge (WC ) USM 
dated 26 April 1948) 


wtte®t “The Chief Points or Circumstances within the Military Structure 
Contributing Most to the Apparent Disaffection of Medical Personnel, 

"Having interviewed Medical Officers in considerable numbers, there 
were two situations found which contributed markedly to discontent among 
Medical Officers, 

"(1) The long delay between reporting at a port of embarkation and 
sailing date. During this period the Medical Officers became dissatis- 
, fied and very critical of this delay. They were partially employed in 
checking their supplies and equipment, inoculations, etc. but most con- 
sidered this task was wasteful use of medical talent. Part of the delay 
was due to change in plans or military situation in the forward areas 
but the greater part was due to assembling personnel too far in advance 
of sailing dates. 

"(2) The second series of complaints occurred from Officers and 
men attached to hospitals, dispensaries and stations located in rear 
areas where military operations had moved forward leaving the area with 
few men and fewer patients. This was especially true of those medical 
facilities located in the South and Southwest Pacific. Hospitals in 
these areas, however, were required to reserve beds for patients from 
the combat sones and could rot be prepared for forward movements until 
sufficient emergency beds were provided elsewhere. Line of patient 
evacuation was towards the coritinental United States rather than inte 
the hot humid South because patients morale was lowered when traveling 
away from and improved when traveling towards home. 

"There were a few misfits who talked loud and long regardless of 
assignments, These individuals were transferred frequently because 
Commanding Officers would request their detachment after a short tour 
ef duty. A considerable nuaber of Medical Officers were listed as 
specialist when assigned as listed could not do the job required," 


! m3 
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ew" (1) Lhe indiseriminate and e:cessively rapid prouotion of various 
Reserve 40's, tacreby cleapening rank and working a great hards-ip on 
Regular porsinnel is to be depolored, 4% the same tine a Yassening of 
the vdlue ani rogard for rank anung the Reserve recipients inevitably 
eccurs, they being in the Service for a »rief period only, naturally 
iook askance at such tactics and tend te regard it as somethin too sasily 
eoquired, At the save timc the unfortunate iegular, who has come uw the 
different rungs of promotion the "hard way", ia left far behind and in 
the eyes of many temporary officers, by the very manner of their am 
definitely 
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TRUE COPY FXTRACT (Letter, Colonel C. J. Baker, KC, Air Force 
dated 22 April 1948) 


ween ©], It is my belief that the following are some of the 
factors contributing to the disaffection of medical personnel: 


"(1) Many medical officers avoided command responsibilities, 
and many refused or failed to perform proper command functions 
when by virtue of seniority they were placed in command. This 
resulted in many command prerogatives being taken away from the 
medical department. 


"(2) Medical personnel were commanded by non-professional in- 
dividuals who demonstrated their inferiority frequently by rendering 
decisions affecting professional matters about which they were en- 


tirely ignorant. 


"(3) Specialists (well-qualified) were frecuently mal-assigned, 
and specialties were discriminated against, i.e. Hospital Staffs 
were set up in Tables of Organization that would not permit promotion, 
i.e. Opthalmologists, Oto-rhinolaryngologists, Urologists, Derma- 
tologists, Obstetricians, Orthopoedists, Cardiologists, Gasto-entero- 
logists, etc. were classed as subordinates to general surgeons and 
internists and were never promoted except in instances where they 
were mal-assigned. 


"(4) Many medical’ officers, volunteers, were made promises prior 
to their volunteering that could not be kept and should never have 
been made. Many officers who were unfit for field duty were never 
considered for anything else and vice-versa. General hospitals were 
too large to be well administered by one commander. It would be better 
where more than one hospital is to be established to have a general 
hospital limited to 1000 beds and establish a hospital center with 
one commander in command of as many 1000 bed hospitals as would be 
required at that center; each hospital to have its own staff, etc. 
Many officers and enlisted personnel became submerged or lost in the 
large general hospitals, 


"(5) Enlisted personnel (Technicians and Medical Specialists) 
were frequently transferred from Medical Department to Line Branches 
without apparent reason, disrupting a smooth running service. 


RESTRICTED 


TRUE COPY EXTRACT - Continued ~ Colonel C. J. Beker, MC, Air Force 


"(6) During the past war, one of the greatest causes for dis- 
affection was the constant wrangling between the Surgeon General 
‘and the Air Surgeon. Being on duty with the Air Force since 1920, 
IT am biased in favor of that Branch; however, the Air Surgeon was 
not permitted to have under his control a general hospital. The 
various station hospitals of the Air Force were as a whole well 
staffed; by that I mean staffs were carefully selected and well 
balanced. Many of them received certificates of approval from the 
American College of Surgeons, nevertheless, an order was published 
prohibiting major surgery, and such procedures as the reducing of 
a fractured long bone in a station hospital, 


"(7) Very few hospitals were permitted the Air Force overseas. 

What few that were placed on detached service were not mamed by 
personnel having any Air Foree indoctrination, This operated to - 
produce disaffection in two ways, i.e. it placed personnel that did 
not want duty with the Air Force on that duty, and it prevented 
hospital staffs organised and trained at Air Force stations from 

proceeding overseas with Air Force units, They had te go overseas 
with Ground Forees or be broken up and go as tactical personnel 
with Air Force units or go as individual Air Force medical replace- 
ments. 


"(8) Many unpleasant incidents were experienced by medical 
officers, well qualified professionally and otherwise, at the hands 
of much younger inexperienced, uneducated and ignorant Line Officers 
of less service, but with higher rank, merely because of the differ- 
ences in rank and command prerogatives improperly used. 
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TRUE COPY EXTRACT (Letter, Colonel R. E. Stone, MC (Res.) Air Force 
dated 22 April 1948) 


see “The screening of Physicians and Dentists should be 

more carefully conducted with special attention being given to 
physical disabilities which disqualified some from active ser- 
vice. Many were judged physically unfit for active duty due 
to such ailments as hay fever, gastric ulcers, low back pain, 
trick knees, etc. and stayed home only te build large remunera- 
tive practices at the expense of those who answered the call of 
their country. Personally see no reason why many of these young 
men could not have been inducted on limited active duty status 
for duty in the ZI and thereby release those physically able 
for overseas duty. Wish to impress on the readers that this 
statement is not to be misconstrued as ‘sour grapes’ on the 
part of the undersigned since it in no way applicable to my 
particular circumstances. Only mention it because this situ- 
tion has been a bone of contention to many doctors discharged 
from the service and has led to an unhealthy relationship in 
the profession in general which I feel reflects directly back 
to the Service,” #1 \ 
\ 
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TRUR_OGEY BXSRACF (Letter, Geptain H, D. Templeton, MO, USE ~ 
Ces dated 23 April 1948) 


eseee “(1,) THE CHIZF POINTS OR CIRCUMSTANCES WITHIN THE MEDICAL 
' STRUCTURE CONTRIBUTING MOST O-THE APPARENT DISAYFECTION 
Oe Ge Fai i 


in the vast wumber of instances of dissatisfaction among medical 
personnel, the cause was usually a personal problem. Bither lack of or 
. inadequate housing for the individual's family created sericus probl ens 
on numercis ogeasions. Froquent transfers from one activity +o another 
was the eause of much discontent. 


Wot infrequently medieal personnel were misassigned, and their 
services could have been employed to a better advantage in the spectalty 
fer which they had been trained, 


Long periods of sea duty were objected to by many of owr personnel. 


The lsck of knowledge of medical departma t administrative procedures 
wag quite confusing to our reserve medical officers and their caged 
for this type of duty wae moet apparent. 


‘Phe delay in separation of medical personnel resulted in several - 
Uipleasant instances and brought adout an unwarranted disrespect for 
those responsible for the policies of the Nevy Department," skexteeeen 
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TRUB COPY (Extract fron tr Col Harry G Arastrong, ¥C, 16 Avril 1942} 


weet"), The Chief Points or Circumstances Within the Military Structure 
Contributing hos poarent U ection of fi rersonmnel. 
(1) Defects: 


(a) Regimentation. 
(b) Military red tape. 
(c) Professional stagnation. | 


(d) Assignments to small units where services are not 
properly utilized. 


(e) Over~staffing of hospitals. 

(f) Performance of ncn-professional military duties. 

(g) Frequent moves. 

\h) Economic losses. 

(4) Failure in promotion when in a 1/0 organisation. 

(+) Dissatisfaction with command channels. 

(k) Advancezent through personal or political pull. 

(2) Remedies: | 

(a) A'complete and thorough reevaluation of the posi- 
tion of a doctor in the military service, with 
emphasis being placed on his being first a doctor 
and secondly an officer, instead of vice Yrea. 

(ob) Promotion system based on merit. 


(c) Better medical planning. ° _ seeeae 
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TRUE COPY EXTRACT (Letter, Captain J. 1. Robbins, (MC) USN 
dated 26 April 1948) 


onene §Tt was my privilege to talk to several hundred Reserve 
Medical Officers throughout my two tours of duty in the South Pacific 
in an endeavor to make transfers to the Regular Navy, Reasons for 
not desiring transfer to the Regular Navy as a whole fell into the 
following categories: 


"(a) That the assignment of Regular Navy Medical Officers 
was not based on their ability. 


"(b) The frequent moves made necessary by change of duty 
erders. 


"(c) That a line officer could interfere with the decisions 
of a medical officer. 


"(4) The fact that many reserve officers spent their entire 
war service in the States and some without ever leaving 
their original Station, while many others were kept in 
the forward areas, or at least out of the States, for 
practically the entire period,” ###+ 
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TRUE COPY (Extract Ltr LeRoy Ae Wylie, Captain (0) USNR, 3 May 1948) 


ane © As a constructive effort to assist the subcamittee in the accomplish 
nent of its mission, the following personal views are also sulmitted under the 
heading (1): "The chief points or circumstances within the military structure 
contributing most to the apparent disaffection of medical personnel." These 
views result from contact and experience with Reserve medical officers over a 
period of thirteen yeara’ affiliation with the Medical Reserve Corps, encan- 
passing six years of active duty in two wars. 


The varying criticiama relative to deficiencies and maleawployment of 
military medical personnel arises generally from (1) personality conflicts (2) 
failure of adjustment to the service and (3) lack of full understanding on the 
part of the individual, of the specific duties of his assignment as a Niaval officers 


le worsens eit conflicts were observed more often among the older group of 
Reserve officers, than the younger. Study of the’ problem, revealed that 
civilian medical training and the practice of medicine influences the thinking 
of the individual to the extent that he is an individualist in thought and ac- 
customed 


to assuming responsibility. — 


When subjected to restraint of the chain of command procedure of the mE 
frustration, loss of interest and personality conflicts followed. Rarely, are 
the professional qualifications of a medical officer at fault or questioned, yet 
he is frequently. criticised for Lapse of duty in the performame of collateral 
duties, such a8 Cele watches, Material and Medical Survey Boards, inspections 
and Court recorder jobe which are a part of the life of a Naval medical officer, 
producing a marked dissatisfaction because he has had no training in these duties. 


2» Failure of adjustment te thes service. The majority of Reserve medical offie 
cers are average capacity and adjust themselves readily to 
the medical contingencies of the service, The cause of many failures of adjust- 


* ment result from rank irregularities or lack of clinical work rather than mone~ 
tary reasons. 


The medical officer is thinking in terms of professional ge cent and 
achievenents in civilian life as basis for appointment and promotion, 
ee ee 
' pointment and promotion. “ 


When a remedy for this situation can be found which would also be fair to the 
medical officer who has made the Hégular Service his career, it is believed that 
the failure of adjustment will be minimised. 


3e A reserve medical officer's lack of of the specific duties of 
pis San eee ie a TeSGLAnE Soe ot aa Coie muperior officers and in 
the mind of the individual. — 

No other group of professional or seni-professional men find it eo difficult 


to understand the details of Naval procedures associated with a medical ae 
assigrment, either “ashore” or "afloat", as the Reserve doctors. 


RESTRICTED is 


RESTRICTED 


This may be explained in part at least, by his professional, specialized 
training catside of the Navye His years of effort to attain the highest possible 
degree of efficiency in his specialty, removes him far fron the versatility of 
medical practice necessary in a ‘laval medical officer. Thus, his lack of versae 
tility presents a situation of inefficiency in the judgment of the Line Officer 
in Command, and his medical colleagues. 


- Pyrocrams of training for other groups of inactive officer Reservists are 
most attractive ani successfuls whereas, for the medical officer they are the 
Opposite, bacause of the confinement of a civilian medical practice and his 
training in catly worke He therefore, comes to active duty with little or no 
re of Navy customs other than through the reading of a Correspondence Course= 
the importance of which is so frequently overlooked by the average individual. 


If we assume the above observations to be true, the following cone 
tentions may be discussed: 


(a) That a 8 be povided for the utilization of Reserve medical officers in 
capac re their professional training may be used to the maximums thereby 
Suiniehice the necessity for so large a maber of this type of personmele That 
&@ policy be established whereby recognised specialists and consultants be utilie 
wed as teachers and for the benefit of ee 
istrative assignments. ; 


b) That means be p odninistratively, within the provisions of the Roserve 
OGOrve ine officers tae precedence among nemberw of their om 
Corps and that promotions be separate from that of the Regular Service, based on 
professional qualifications, by selection and in accordance with percentage 
established by the Secretary of the Navys 


a) That moans be provided, in the event of mobllisation, that a certain number 
me gerve Officers be assigned duties in coordination with Civilian 
Defense, alerted for call when needed, but left in their conmunities; thereby, 


avoiding the loss of thousands of man-hours caused by personnel pools prior to 
tie commissioning of ships cr activation of advanced bases. 


The Training Program now in effect, affords members of Medical, 
Divisions (inactive), the opportunity s receive instruction in subjects peculiar 
to Military Medicine. 


If these contentions could be realised, wholly or in part, it is 
believed that repetition of past mistakes wuld be obvia and that the Naval 
Reserve Corps woud continue to procure the meat highly ified members of 
the medical professions" Ri: 
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RUS COPY EXTRACT (Letter from Rear Admiral A. H, Dearing (MC), USM 
dated 26 April 1948) 


eeeee (1) The chief points or circumstances within the military struc- 
ture contrivuting most to the apparent disaffection of medical personnel. 
onee* Conversations with various Reserve officers now inactive since the 
cessation of hostilities and with officers of the Y-12 group have brought 
out the following facts. 


i. Reserve medical officers in the Navy during the war 
were in many cases displeased at promotion policies. 
Many have stated that "they knew of* highly qualified 
doctors who were prefessors, and were not promoted, while 
younger men who were often their students in their civil 
life were promoted to ranks above them. At the present 
time Reserve officers on inactive duty are interested 
in their promotion and have been unable to obtain any 
firm expression of policy regarding promotion of medical 
officers on the inactive reserve list. 


2, Many medical officers had umpleasant personal exper- 
fences and there is no doubt that there were a certain 
mumber. of medical officers and line officers of the 
regular service whose handling of the doctor from civil. 
fan life in Naval uniform was tactless, over-bearing and 
arrogant. I believe that this constitutes ees @ small 
percent of the service. 


3. Older medical officers who had been successful in civilian 
practice found their income se sharply reduced vhile in 
the service that it was necessary for them to leave the 
service in order te rehabilitate their financial structure 
as soon as hostilities were over. Younger medical officers 
received greater pay than they could have expected in civ- 
flian life at the same periall in their eareers wut the 
promises of future remuneration were se great that service 
pay was of no attraction to them. Rven with the present 
increase of one hundred dollars a month more for medical 
officers the opportunities for obtaining a larce income 
quickly in civilian practice is so great that the Navy 
pay offers little attraction to a medical officer, 


4. Many young medical officers in the Reserve were créered 
to duty at Recruiting Stations, Dispensaries, Training 
Stations, etc., where their actual medical work vas at 
a low ebb. After medical school, internship, and resi- 
dency the eager doetor desires to practice nedicine on 
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the sick and injured, His introduction to service life 
consisted only of examining of recruits and care for 
minor ilinesses. 


5. 1% seems to me that there has been in the service a 
tendency to overemphasize the fact that a medical of- 
ficer may obtain training to meet certification by a 
special board and a degmphasis of what a Naval medical 
officer should be. As one young medical officer eaid- 
in trying to obtain medical officers for the service it 
seemed to him that there was too much emphasis placed on. 
Fouts if he Wished aud-tusurtistent gophsste placed on 
gS Tnlniudiie 

a 


the advantage of a career in Wa cine, 


6, Another factor which is hard for the Reserve medical of- 
ficer to understand is the reason for running mates and 
tho control of promotion vy the rumning mate lav. Many 
Reserve medical officers resented their "subordination" 
&%o line officers. 


: 7. Iack of housing for Kaval medical officers at all sta- 
tions, was a vital factor in causing yowng officers to 
leave the service, **eee8 
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THUR COPY EXTRAQT (Letter from Colonel Robert K. Simpson, USA (Ret.) 
dated 1 May 1948) 


eeeee (1) he chief points or circumstances within the military strus- 
ture contributing most to the apparent disaffection of medical personnal. 
Malassignment has been mentioned; also, stagnation and professional inactiv- 
ity. But of greater importance, I believe, was the system of promotion ~ 
if 4% was a system. Promotion was not based woon merit and length of 
service, but depended woon whether or not s “position vacancy" existed. 

I have seen very capable, diligent young officers assigned to a theatre 

in the grade of Captain, (Army) spend three years in the combat sone and 
eventually return to the zone of the interior for separation - still in 
the grade of Captain. These officers have seen, time and again, fellow 
officers of another branch of the service promoted rapidly. And sometines 
there appeared té be a premium on inefficiency. It is true, and it is 
human mature, that if we have to release something, we are prone to give 
wp that which we can spare best. When required to submit the names of 

the less diligent and energetic were submitted. These officers sooner 

or later would find themselves in a new command with many “position 
vagancies* ~ and be promoted! And the young squadron surgeon who did 

his work efficiently stayed on his job and in his grade, because he 

could not be spared. A Medical officer on duty vith a combat unit would 
have to be recommended for promotion, not by his senior medical officer, but 
by the commander of the unit, whe in a great many instances was not quali- 
fied te pase judgement on the physician's ® oapabiistion, and far too frequent- 
ly, was his junior in age and certainly his intellectual inferior. This 
sert of thing embittered many, many, young edfeak officers, I remenber 
one instance in particular: (I remember several as a matter of fact) the 
surgeoR was originally commissioned as Captain, had two degrees, was a 
former instructor and member of hospital staff, ¥.A.C.3., and board 
diplemate, with a family, making payments on his home, otc. His commanding 
officer wes ten years his junior, a Lieut. Col., a high school graduate 
only, and formerly e filling station attendant, who did not see fit to 
recommend the surgeon for promotion. Also, in many instances, the rank 

. @iven the physician on his original commission was not commensurate with 
hie ability. On ene cccasion, for example, a radiologist tried to enter 
service, but was not released or made available for the Armed Forces, 
because his services could not be spared (he was teaching in the Medical 
Department, University of Texas). At this time he could have been con- 
missioned in the grade of Major (he was 38 and a diplomate of the 

American Board of Radiology). Ae time elapsed, a replacement was obtained 
for him as a tescher, and he was made available for military duty. But, 

he now was commissioned ae lst Lt. and, subsequently, assigned to an 
organisation doing I-Ruy work exclusively, wut under the direction of one 
of bis former students who by then hed attained the grade of Major. Another 
cause of dissatisfaction was the rate of pay, which, of course, ties in 
with prometion. Many of the junior A.U.8. officers were actually indiffer- 
ent as to the rank they held, but were hard put to take care of their 
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obligations; many had children in school, were making payments on homes, 
payments on their equipment, and, incidentally, paying storage and insurance 
on such equipment which was deteriorating and becoming obsolete. These 
officers were intimately associated with officers of other branches, who 
were younger, perhaps bachelors, were promoted rapidly and received flight 
pay - and, further, vere granted leaves more often and Rad a shorter tour 
of duty in the combat zone. Needless to say, they felt this obvious dis- 
crimination keenly, and resented it, particularly, as they realised their 
fellow officers had been trained and qualified for their commissioned 
service wholly at government expense, while they had paid for several years 
training themselves, or were still indebted for it, seeee 


4, Since beginning this endersement I have had occasion to discuss 
the subjects in basic communication with several young practicioners with 
whom I am in contact every day. These were formerly with the Army, Navy ‘and 
Air Force during the recent war, and the majority had service overseas. As 
a general rule they are rather bitter, and "want no gore of it", yet I an 
convinced each of them volunteered his services and made sacrifices willing- 
ly through motives of loyalty and patriotism, but too many of them feel as 
if their services were not utilized to the best advantaze, and that in 
comparison with other branches were they treated unfairly." 


ot, 


L. K. Pohl, Colonel, MO 
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TRUE COPY (Axtract Ltr Me Ce Stayer, Major General, Us S. Amy, Retired, 11 Apr 48) 


annw"(1) The Chief vointa or circumstances within the military structure 
eontyibuting most to the apparent disaffection of medical personnel. 


‘. They were not used for srofeesicnal work and were used 
as members of boards of Inquiry, Inves{tgation Boards 
and investigating officers other than which concerned 
medical or surgical problems. 


2e Members of General and Special Courts Martial, which was 
considered wasting their and the government's time, 


3e Filling administrative positions as executive mse 
for evacuation hospitals, convalescent hospitals 
pemstNahd ;-vextntenen: ood uanashe Che NowetNRte” of a 
‘general hospital level. 


4e Lack of promotion, 


Se Commanding officers who were poorly selected and forgot 
they were still doctors." 


FBUL Cony gemmact : REF 
Letter, Brig. Gen, Robert Cc. 


McDonald, HC, USA (RET.) Le Ke POHL 
dated 15 April 1948) Colonel, sC 


aenee ©(2) Comments Disaffection of medical personnel, particulerly 
medical officers, results from: 

“a - Malassignments: Too often medical officers are not assigned ac- 
cording to professional] ability « too much administrative work is the 
complaint of many physicians; 

*b - Too much purely military training, particularly for medical — 
specialists; 

"eo = Lack of, or inequalities in, promotions; 

"d - Idleness enforced by campaign oe 

"e@ - Delay in demobilization.” * ° ._ pt 
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TRUE COPY (Extract Ltr Altert T. Walker, Captain, MC, USN, 26 April 1943) 


tne!The Chief rolnts within the military structure contributing most to 

the disaffection of medical personel were 1) inactivity, 2) improper assigrment 
of medical officers, 3) inequalities in procurement which has been mentioned 
above, 4) the formation of so-called units which, when inevitably were dis- 
membered, created a great deal of resentment among the Reserve officers of the 
various units, and 5) the use of two or more such separate unite within a single 
commande 


The first two objections can be mitigated to a great extent by the 
decentralization of persomel assignment so that the senior medical officer 
in the field can place men where best fitted. In the Seventh Fleet this worked out 
very satisfactorily when the Bureau ordered medical officers to the Seventh 
Fleet for assigrmente The inequalities in procurement can be obviated by the 
inclusion of all doctors in any future mobilisation plan with coordination of 
the whole by a Cabinet officer, I feel strongly that the Reserve unit is a 
mistake, that no attempt should be made to move such units in a body, and 
that the officers making assignments should be fred to move personnel whenever 
and wherever the occasion demands, This again emphasises the necessity for 
the decentralization of personne] assignne ian 
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TRUE COPY EXTRACT (Letter, Colonel Far] Maxwell, MC, Air Force 
dated 19 April 1948) 


wet "2, In general, the main complaint of the medical officers 
seen overseas was that they had been in various training unita and ree 
placement pools for long periods of time without having any duties. 
On checking their records it was often found that the individual 
doctor had actually been in the service for a year or more without 
having seen a patient. It is believed that this condition was much 
worse in the Army than in the Navy. In my opinion, the ordinary medi- 
eal officer who is going to practice medicine or surgery in the military 
service needs very little training prior to actually going to a fune- 
tioning unit. The Navy would send units overseas with the Commanding 
Officer and some of his administrative officers and a skeleton crew 
of enlisted men and the remaining medical officers, nurses and enlisted 
men would arrive after construction had taken place and the hospital 
was ready to operate. This seemed a definite saving in medical per- 
sonnel, ##tt# 


atan® "9, In the South Pacific one of the main causes cof dissatis- 
faction among the medical officers was the fact that some had to be ase 
signed to field units and they did not have an opportunity to practice 
medicine in a hospital. This was alleviated somewhat by giving post- 
graduate training courses in which the officers in tactical units would 
be sent to a hospital for training in their chosen subject for a period 
of 30 to 60 days and that. the job was covered in the tactical unit by 
an officer from the hospital when it was necessary. This contributed 
much to the raising of the morale of officers assigned to tactical 


unite .*eHeee : 


M4 fab 


L. Ke Pohl, Colonel, MC 
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TRUE COPY EXTRACT (Letter, Captain F. C. Greaves (uC) USN 
dated 17 April 1948) 


sese® “T would like to emphasise that such of the criticism leveled 
against the medical services in World War II is the result of the wrong 
type of morale among medical department. personnel. It did not affect 
medical personnel alone but was common throughout all branches of all 
services and all levels of civilian life. It was characterized by the 
wail that went up everhwhere American forces were on duty after P-J 
Day, ‘I want to go home'. There always seemed to me to be too much 
catering to the idea that the war effort must be made as painless as 
possible and not enough te building a hard core of good old fashioned 
military discipline of the type that forces a man to carry on when the 
pressure is off in the same manner as when he is under fire. A friend 
of mine once told me that he had spent six months training to spend. 
six minutes blasting the enemy in a night battle in the Pacific. The 
war was of necessity like that. It takes discipline to win battles 
and wars and that discipline must be built up beforehand. It can just 
as well be of a nature that will continue efter the shooting stops. 
If that sort of discipline and morale can be built up in the personnel 
of the Kedical Services it will go a long way toward eliminating the 
disaffection which so many former members feel toward the services.” 


TRUE COPY EXTRACT (Letter, Rear Admiral C. L. Andrus, (MC) USN 
dated 27 April 1948) 


wane "(1) The Chief Points or circumstances within the military 
organizations which caused apparent disaffection among the medical per- 
sonnel, especially officers, were disillusionment as to promises made 
prior to being ordered to active duty, frequent and sudden changes in 
duty without apparent reason from the individual standpoint, delayed 
action when ordered to overseas outfits and periods of duty when their 
services could not be fully utilized. A lack of wnderstanding on the 
part of the individual that the situations causing his disaffection 
were perhaps inherently related te operational changes in gi gg 
the war and therefore unavoidable when considered from the over-all 


_ Viewpoint.” «san ealty 
rye sale oS 
Xt fA 
Le Ke Pohl, mel, uC 
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SRUE COPY EXTRACT (Letter from Dr, Wm. C. Menninger, Pepeka, Kansas, 
dated 22 April 1948) 


| eeecen()) fhe chief points or circumstances within the military etructure 
contributing most to the apparent disaffection of medical personnel. «- 
First, I think this was because medical officers were very +g respons ible 
to line officers and not to other medical officers. Secondly, I think se 

many times at least in the army the medical officers had 00 bbe o 

with the medical department and the medical department in ese ad 
authority over them. Thirdly, I think there isn't any question that many 
medical officers were badly wasted as to their talents and their efferts 

im the face of a terrific civilian need. Fourth, I think medical officers 

‘were very often used and given training which was entirely unecessary. 


It never made sense to have medical officers run beret the infiltration 
course and obstacle courses." seees 


THUE COPY EXTRACT (Ltr Capt E.P. Kunkel, NC, USN, td 21 apr 48) 


veeees |, "Jt appeare that, tn general, some of the factors which are 
responsible for the dissatisfaction of medical officers in the Navy are: 
state of mind of people following a world war; lack of housing; lack of . 
proper schooling*fer children; specialty boards; and last, but not least, 
renumeration in the service as compared to civilian ee 


TRUB_COPY EXERACE (Ltr Capt. B.R. Hering (MC) USH, Ded 17 Bee 47) 


seeenses y. "One of the greatest improvements that would accrue froa 
the adoption of the above recommendetions would be a raising of the 
morale of officers assigned to Amphibious Forees, especially in peace 
time. Murine Gorps duty has never been looked upon as ¢hoiee dtty, 
primarily of course because of the little chance for clinical preetice 
that if offers. If 10 wae generally understood throughout the Nedical 
Corps that duty with the Marine Oorps offers the greatest opportunity 
for life-saving in time of war of any tranch of the division which 
would aseure adequate profeseional training for those in the field med- 


ical service, I am sure that we would hare nore enthusiastic regard for 
this type cf duty. tesesesees F tenia: gee 
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“TRUE COPY EXIRAGT. (letter, Captain 0, B, Morris, Jr., MC, USN 
dated 23 April 1948) 


sl ataliaheh hel “], The chief points or circumstances within the 
military structure contributing most to the — disaffection 
of medical personnel, 


After discussing this chee freely with a great 
number of medical officers, it is believed that the greatest cause 
for disaffection of medical persone] is lack of good professional 
work in the armed services, Admittedly, pay, retirement benefits 

_ and other such considerations, are important, but the desire to 
practice and become proficient in their profession by far outweighs 
any end all: other considerations, There is a feeling that oly ea 
chosen few are allowed to work in good hospitals, while meny are 
repeatedly assigned billets where little or no professiona? work 
is available. Much careful thought should be given to this matter 
go that many of the non-professional billets could be eliminated 
and in those which can not be eliminated, the medical personel 
should be rotated as rapidly es possible, Thus recruiting duty, 
small dispensary and isolated station billets could te filled by 
a rotation of czeates personnel at short intervals,” #*##" 


TRUE COPY EXTRAGT (Ltr Rear Adu P.L. Conklin (MC) USW, atd 27 Apr 48) 


ereeene L. "Gripes of many Reserve Medical Officers about not being able 
to follow their specialty during the war, I believe were not justified, 
as they were in their vrofessioa, while other professional men were not. 
Also many of us regular Medical Officers were taken out of our specialty 
and put in the administrative branch. I believe a general pool for the 
Resorve Medical Officers would be better than the Medical Divisione now 
being activated, Circumstances contributing much to the apparent. dis- 
affection were; 1) Inadequate indoctrination. 2) Varied periods of in- 
activity unavoidable in war, but not understood by the individual, 3) 
Keeping up expensive insurnnce policies and home expenses on a much small 
er income, 4) Hot being — to ea LAI 40. 


7 a POHL Golonel, MG 
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TRUE COPY (uxtract Ltr iascom Le Wilson, Colonel, KC, Air forces, 21 April 19438) 


 eeee"Roforence par 3(1) "The chief points or circumstances within the military 
structure contributing most to the anparent disaffection of medical personnel," 

4t appeared that the chief points or cireumstances contributing to the apparent 
disaffection of medical personnel, (officer personnel) were as follows: (a) Male 
assignment, (b) haphazard methods and inequalities in the promotion system, (c) lack 
of a planed, definite or fairly flexible systes for overseas assignment of e 
medical personnel, and (d) the system of release after cessation of hospilities. 


aete"Tn regard to the oromotion system for Medical and Dental Officers as many 

or probably more complaints were heard onthis subjec t than any other. Among 

the young officers, those just out of Medical School, or those with only a few 
years of experience and without any specialty, the complaints appeared to be un- 
founded as most of these received Captaincies at least, during their service, which 
Seemed sufficient. However, many of these young Medical Ufficers found their way 
into Headquarters Staff Sections and ultimately, received promotions far beyond 
that which would normally be expected, while numerous “edical Officers, particularly 
in the Station and General Hospitals, received very few promotions due to lack of 
available vacancies. It was quite common to see Medical Officers of outstanding 
ability and well known in their commnities, go thru their whole service as 
Captains, while maybe on their own station, they would see yo Air Force Officers, 
of comparatively few year service, serving in the grades of Lt Yolonel, and even 
Colonels. Wo disparagement is meant to these young Air Force Officers, however. It 
is true that later on, after cessation of hostilities, Medical Officers as well 

as all others, received a one grade promotion on their release fram the service 

if they had been in-grade for a sufficient .ength of timee However,s this did 

not make up for the apoarent lack of interest on the part of higher authority 
and the lack of plans for some sort of equable promotion system for Medical Officers 
and Dental -ificers ‘commensurate with their capabilities, experience and standing 
in civilian life. The promotion of skilled specialists in the Medical and 
Dental Corps should be made to grades corr.ensurate with their value to the service 
regardless of vacanciese Ae and experience should be considered xis 
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TRUS COPY EXTRACT (Letter, Captain Eamett D, Hightower (MU), U, 5, Navy 
spate ess ap pau oe dated 22 April 1948) 


Officers in World War TI, are as follems a 
6 "(1) Too frequant changes of duty, Far one Medioul Re-~ 
serve Officer was shifted ten tins within e year in continental 
United States, 


furnished 
ards of troops and the survivey rate among the wounded were wnequalled in the 
histery of warfare, I veliews that scat of the eritician directed toward 
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(Letter, T. F. Cooper, USN dated 19 April 1948) 


event “Much criticism has been leveled at certain aspects of the 
policies relating to mobilisation, utilisation and demobilisation of 
medical resources incident to the last war. Some of that critician 
was born of individual self-interest and a disregard for basic mili- 
tary principles, Other was based on misinformation or misunderstand- 
“ing. Some was and is most certainly justifiable,” s#### 


avant "Points that have given rise to disaffection among medical 
personnel are many. War is unpepular and on termination of hestili- 
ties there is a tendency to separate one's self quickly and complete- 
ly from any service connection. Differential hetween service pay 
and pecuniary rewards in civil practice is too great. Sea duty and 
duty at small stations, recruiting duty, ete., are not appealing to 
the great majority of medical men. Ideas cf peacetime service are 
often based on experience during war service wherein long periods of 
separation from family and friends, often in remote areas with only 
trivial medical duties, obtained. Increase in educational require- 
ments and costs.of obtaining same are deterrents to service interest. 
Service interns, if riven a repular commission on eompletion of in- 
ternship, should be given full credit for longevity and pey purposes 
for the time spent as an intern,” ##t# 


“L. &. Pohl} colonel, HC 


THAGT SGPY (Ltr Col. Robert P. Wilidans, MG, Surgeon, 15 Anr 48) 


exeee tT. "The chief noints or circunstances within the military «tructure 


contributing moet of the anvarent dicaffection of medical personnel. 


gu ject may te discussei intertinatly.. The miversnai draft, with assign- 
nent of owery individual to rilitar; or efyt) posts iu accordance with the 
rocuirecemts, would cure toct of Sista itls. Aleo it is believed that t is 


dr ft would fasrease Vie faslicg thot svervone le serwing, decrease the 


ePosent eolfich ottitude, sees 
ae 
XL FL 
(4 «, PovT.\ Colonel, MO 


paces 
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TRUE COPY (Extract Ler Ne Sanger,BUMED,USN, 7 April 1948) 


weHeThe following preliminary material on subject is sutmitted for informations 
This material is based on criticisms of the Medical Department voiced by medical 
officers attached to the Navy during the War, and by Reserve Officers who directed 
their comlaints to Congresse Official comment within Bulled on the various 
criticisms made varied considerably all the way fram outright disapproval to 
limited agreenent. 


The complaint was made that after the medical officer's trained in clinical 
duties, and is at the height of his abilities as a Captain, he is diverted te 
adninistrative duties. In April 1946, 71 out of 112 members of the Kedical Corps 
cortified by various specialty boards were in administrative positions. 


Doctors serving in the wartime Navy complained in letters to Congress that 
they were umable to practice satisfactorily the orofession of medicine in the 
Naval Services # « + Many billets were deemed undesirable by the doctors because 
of the professional sterility of many of the wartime (and peacetime) duties. This 
opinion was substantiated by the letters to Congress and by a preliminary analysis 
of the billets filled. 


It was held that to attract doctors to the Navy they must be assured 
reasonably absorbing professional responsibilities and duties, professional post 
graduate training, rotation on necessarily dull duties, and an opportunity to 
demonstrate and develop individual professional interests, 


It was suggested that professional promotion procedures were inadequate. 
It was proposed that there be established a maximum humber for each grade in 
the medical Corps, and that such promotions should be ‘independent of line ‘ 
percentavese CNO felt this proposal would millify the beneficial effecte of 
ba "Line Staff Equalization Act of 1926" and wouid precipitate RaW. of the 
same inequalities this law was enacted tc correcte ’ 


Vary reserve medical officers were discruntled about their assigrments 

or duties during the ware It was pro osed the vagaries of war be explained to 
the reserves ~ for example, why casualties were overestimated, why medical 
officer distribution was poor in certain areas, etce 


CNO asserted that doctors were idle ‘at coastal stations or Pacific bases 
because of temporary postponement of or changes in contemplated operationse 


Nioreover, the buiiding of medical facilities and medical personnel in 
the Pacific during the last few months of the war (which were not used) were 
(six) necessary in >reparation for the emected costly assaults on and 
invasion of the home islands? CNO believed the average intellizent reserve 
officer already had an understanding of these vagaries of war," #i#t ' 
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TRUE COPY FXTRACTS from Report to Committee on National Emergency Medical 
Service dated JUNE 4, 1947, in an Analysis of the Replies 
to the Post War Questionnaire as prepared by the American 
Medical Association, sent and received by 49,457 former 
medical officers of the Armed Services. 


e 


xxxee "Possibly the most important summary statement is to repeat that 
53 per cent, more than 26,000 of the former medical officers contacted re- 
plied to the lengthy questionnaire. This amzing response came from 20,001 
army doctors, 5,727 former navy doctors and 290 replies from United States 
Public Health Service or Veterans Administration doctors or from combina- 
tions of the four during World War II,” #++# 


«xe "Comparisons between army and navy doctors revealed that the 
average army doctor served forty-two months as against thirty-six months 
for the average navy dector, A smaller percentage of navy doctors, ll, 
were general practioners before entering military service than army doctors, 
17," sete 


sweet "The replying navy doctors slightly outranked the replying arny 
doctors, and slightly more of them spent their entire or longest period of 
service in North America, A larger percentage(60)Army than Navy spent 
more time in hospitals than in dispensaries and other types of service. 
Navy doctors were more idle than army doctors only because they were buay 
on 71 per cent of their time, gaged by civilian standards, of which 51 
per cent was in the performance of professional duties and 20 per cent in 
the performance of nonprefessional duties. These percentages for army 
doctors were 50 and 30 recpectively. Also during noncombat periods navy 
doctors were more idle than aray doctors, with 40 per cent professional 
plus 16 per cent neonprofessional, whereas army doctors were busy 62 per 
cent of their time, 39 per cent professional plus 23 per cent nonprofess- 
ional. They-were asked to estimate the number of doctors actually need- 
ed in their units; Army replies averaged 72 per cent and Navy replies 
70 per cent, reflecting consideration of "peak load® requirements. The 
general conclusion of the survey is that considerably more doctors were 
inducted into the armed services than were needed in the opinion of the 
doctors themselves, although some question may be raised concerning the 
competence of humble doctors in the ranks to megsure military necessity 
as tc both time and nonprofessional duties. Replies from so many doctors 
give weight to these criticisms - the wastage of medical skills.” ### 


#*#e# *Both army and navy doctors agreed that "professional on-the- 
job" training was the most useful feature of their training, ani that an 
ideal training program should stress more medical training, both general 
and in the specialized fields of military medicine. Neither army nor 
navy doctors were enthusiastic about their assignments, although navy 
doctors were slightly better satisfied. Forty-eight per cent of the 
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TRUE COPY EXTRACTS from Report to Committes on National Emergency Medical - 
| Servies dated June 4, 1947, in an analysis of the Replies 


to the Pest War Questionnaire ag the American 
Medical Association, sent and received by 49, 457 forner, 
medical officers of the Armed Services, 3 


Rayy doctors reported that they vere retated in assignment, and only 22 per 
cont deny dectors.* esans 


feeee "A question relating to how medical personnel could have been 


stressed reduction in the number of doctors and fewer 
nommedical duties, the latter being stressed more by army than by navy 
doctors. regarding assignment of medical officers in the event 


of another national emergency revealed that more consideration of age 
and qualifications, assignment according to actual need, rotation of duties, 
on to professional ability were the most . 


what I think the 26,000. replying former medical efficers want as well as whet 
the typical rr ee erereeer, eee oe ee eee See eee 
tay 


emergency. These interpretations are my own 
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TRUE COPY EXTRACTS from Report to Committee on National Emergency Medical 
Service dated June 4, 1947, in an analysis of the Replies 
to the Poet War Questionnaire as prepared by the American 
Medical Asgociation, sent and received by 49,457 former 
medical officers of the Armed Services, continued: 


cedures in order to prevent a recurrence of (1) the medical overstaffing 
of units, (2) wasting of the time of doctors of medicine in the performance 
of nonprofessional duties which could have been performed effectively by 
nonmedical personnel, (3) removal of a needlessly excessive mmber of 
doctors of medicine from civilian hospitals and practices, (4) the rather 
widespread failure to make assignment and provide for rotation of docters 
of medicine on the basis of their professional skills and qualifications, 
experience and age, (5) a military hospital construction policy which will 
give close attention to possible civilian wartins requirenente.° sshabahahed 
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TRUE EXTRACT COPY (Ltr Dr. H.S. HOFFMAN, Dtd 13 May 48) 


eeeeeeee LL, In general, officer dissatisfaction was blamed most frequently 
on the following items;1.Inequities in recruitment rank of reserves. 2. Ap- 
parent inequities in promotions as between regulars and reserves.3.Apparent 
inequities in recognition of outstanding services as between regulars and re- 
serves. 4. Failure of regulars to appreci-te training, experience background 
and @ility of reserve officers. 5. Apparent unnecessary changes of duty. 6. 
Hurry-up to etand-by orders. Many reserve officers received orders to report 
immediately to stations and on arrival found that there was nothing for them 

to do for weeks. J Assignment to stations distant from homes on return from 
duty outside continental limits. 8. Incompetence of individual senior officers. 
9. Failure of Medical Department to fulfill recruitment promises as to assign- 
ments. 10. Failure to receive duty and stations for which preference was re- 
peatedly expressed in fitness reports. 11. Difference in official action as 
between Regular and Reserve in the matter of separation for disability. 12. 
Apparent clanishness on the part of the Regular officers and their families 
toward the families of Reserve dficers. 13. Impatience of Reserve officers 
with the necessity of doing administrative and paper work. 


Keeping in mind that reference is made to the Navy Medical Corps 
only, it was noted that there was little disaffection as between officers 
and enlisted personnel; that officers were more articulate concerning dis- 
aafisfactions than enlisted personnel; that officer "griping" resulted in 
the main from two factors: (1) Inadequacies of individual superior officers 
(medical) ~ rot Regular Officer relationships -— to be discussed later. Im 
proved officer and enlisted personnel relationships was a source of consider- 
able satisfaction. The improvement as over conditions noted in World War I 
was quite marked. 


General Comments - fhoughtful review of my entire experience (within 
the continental limits and in the Pacific Theater) led to the formulation of 
the following definitive ideas; 


1. ‘The medical operations and accomplishments of our Armed Forces 
in World War II is one of the great stories of the war - as yet untold. With 
huge numbers of troops subjected to difficult weather conditions, unusually 
perplexing diseases and the devastating effects of high explosives plus ex- 
tensive burns, the percentage of recoveries was incredibly high. 


2. Deficiencies and failures of individual officers ~- particularly 
aenior officers of the regular corps - were minimal. There were due in the 
main to the practice of recalling to active duty previously retired officers 
at grades substantially higher than their retired ranks, This was adequately 
offset by the work of the rest of the corpe- pitifully small shortly before 
the beginning of hostilities. It takes a little thinking to recall examples 
of poor officers. On the other hand, examples of fine, chpable officers come 
to mind very readily. 


3. & great many - if not the majority - of the complaints and 
criticiams come from junior officers who were consequently not in a position 
to understand the necessities for certain operations or methods of procedure, 
Therefore, diseatisfactions from this group must be heavily discounted. 
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TRUE COPY EXFRACT (Ltr Da. H.S. HOFFMAN, DTD 13 May 48, CONTINUED) 


Reserve and Regular Officer relationships: There is much to be said’ 
on both sides. In fact, already too such has been said without construcive 
suggestions as to possible corrective measures. In the light of the superlative 
over all accomplishments of the Medical Departments of the Armed Forces it is 
difficult to be teo critical. On the other hand, the violence of the negative 
reaction on the part of the Reserve Officers to the suggestions thas they re- | 
main in the Services after the war, cannot be without some basis in fact. Act 
ually, I believe that the chief source of disaffections in the medical corps 
stem directly or indirectly from the inadequacies of this relationship. It 
would be a rather sterile procedure to discuss at length such items as in- 
equities in recruiting rank, promotions, recognition of outstanding services, 
etc., inasmuch as the records of the cepartment are available for the determine 
ation of the actual facts. Other items in the bill of complaints also lend 
themselves to evaluation by study and analysis of the existing records. Further 
elaboration, therefore, would serve no useful purpose, Heeeuswaes 


AAG casera, 
@ tee 2 COLONEL, MC 
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TRUS BXPRACT COPY OF MEDICAL SUPPORT OF THE USAAF IN THE KUROPEAN THREATER OF OP AR} 
ATICNS, HISTORICAL SECTION ~ APTAS, 


*seeeeve L. "Medical Corps Officers. Pasting from morale problems of airerew and 
ground force personnel to those involving the medical pereonnely it appears that 
concern on the part of medical officcre with duties not customarily within the 
acepe of their previous training or experience, constant routine, and dissatis- 
faction with rank preduced morale considerations of no emall moment to medical 
administrative authorities. In the first place, the rank held by any given med- 
ical officer or group of officers was, in general, below that of line officers 
whose assigned tasks required no more training or experience and involved no 
higher degree of responsibility than that required of the former in the execution 
of their duties. The discrimination lowered the morale of medical officers and 
placed an obstacle in the path of their efficiency. 


Air Porce medical person el see ever changing groups of flying per- 
sonnel constantly coming and going and rising in rank with a rapid speed. The 
medical people, who are under-ranked to begin with, soon have removed that ina- 
centive to combined effort which aspiration to higher rank supplies. This fact, 
coupled with the absence of definitive medical activity, continued long absence 
from home, and the placing of too mush stock in unfounded optimistic rumors, all 
are responsible for the lowered morale and efficiency. 


“ Medical Department Enlisted Men. Just as in the case of medical officer 
personnel, the morale of the medical enlisted men was adversely affected by dis- 
criminations in the matter of rank. I% was recognized in February 1943 that the 
provisidns made in the original Table of Organisation, Allotmentg, and Grades for 
Medical Enlisted Men, were *grossly inadequate" for the men filling the various 
responsible positions assigned to them. More than a year later the greatest dis- 
pensary problem in the First Bombardment Division was "that of recognising the 
good work by some of the enlisted personnel in the Station Complement Squadron. * 


Despite these admonitions the ratings and ranks of medical enlisted 
personnel were not altered and remained unsatisfactory after the changes in the 
¢/0 in Sept 1944, which allotted the majority of the medical enlisted personnel 
te the bomber group headquarters and left only five each to the squadrons. 
ently no official action was taken to amelicrate or reetify the situation, 9sssess | 
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Extract of Statements made by Brig Gen Robert C. McYonald, MC, USA (Retired), 
21 April 1948, before the Subcommittee on the Employment of Military Medic 
Resources. , 


WHANThe next subject, "The chief points or circumstances within the military 
structure contributing most to the apparent disaffection of medical personnele® 


I saw a considerable lot of dissatisfaction among the medical officers, 
particularly the reserve, and they were due first to malassigmments. "Too often 
medical officers are not assigned according to-professional ability - too much 
acministrative work is the complaint of many physicians." 


On the other hand, occasional errors were made in the assigning of men who - 
said they had the ications and who actually didn't have them. All these 
complaints were not legitimate. Men who axe qualified to do highegrade profes- 
sional work should be put on thate 


ZI recall during the first world war, just before the Battle of Saint- 
Mihiel, 1 was on duty at the medical school over there in France, and the Chief 
Surgeon sent down and wanted to send everybody up to the front who thought he 
could take charge of an operating team, or be first assistante I had about 60 
or 70 medical officers, a great many of whom thought they were qualified until 
“the time camee I announced to them that we would send up to the front all those who w 
were capable and qualified to do the work and I didn't’want anybody to volunteer 
for that work and then go up there and fall dowm on it, because it certainly would 
be shown-up, and I think I got three out of the whole bunch. One of them would take 
a team, only one, and the others were assistantse 


So we do have to check up on the qualifications of medical officers te 
determine exactly what they shall do in order that they may be properly assigneds 


The second reason is; "Too much purely military training, particularly for medical 
specialists." 7 


Take a brain surgeon, or any sort of medical specialist who is not going to 
do anything except that work. doesn't want to do anything elsee He can't de 
anything else,and to give him a lot of basic military training I think is un ~ 
necessarye That shou/d be reduced to a minimum. There probably should be some, 
but not enough to ruin his morale or take him away from his work very longe 


Moelack of, or inequalities in, promotionss" I think I heard more kicking 
about that than any other one thinge Everybody wanted promotions, of course, 
it's only human nature that they should. 


We had great difficulty in getting lieutenants promoted up to the grade 
ef captains In my service comand we had hundreds of lieutenants who had : 
been in the service a considerable time, mayhe more than what was req ired, say 
one year for promotion--orsix months at one time it was, but we couldn't get 
them promoted. The policy had been approved by the War Department, but it had not 
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been implemented. +4t was all righte General Somervell said, "Yes, give them 
promotions,” but didn't tell the Service Commands or anybody else just how it 
should be done, and you couldn't get it donee There was a long time after 
General Kirk got that policy over before he could ever get those promotions for 
those lieutenants, and it hurt their morale pretty badlye Jt did finally cet 
worked out all right. 


-I don't think that anyone in the War Department was particularly to blame 
for ite J} don't know why it was held up, I can't imagine, but it was, and Gereral 
Kirk didn t seem to be able to jar it locse and of course we couldn't do anything 
down in the mxt echelons 


The next critician the medical officers particularly have is the "idleness 
enforced by campaign conditions;" In England, when they werewaiting, getting 
ready for that attack on France, nobody Imew when it was coming or whether it was 
coming or notg there was a lot of idleness over there that couldn't be helped. 
ZI don't think yor can do away with all that, but we certainly shoulnd't have any 
more medical officers than we need, because we have got to have a proper qucta 
in civil life, or at least a reasonable quota, but that was one kick about not. 
having anythifg to dos not all that was legitimate, either, because some of them 


' could have found work, I piesume, if they hard enough. . 


The last criticism is the "Delay in demobilization" 


fhe prominent medical officers who had been carrying on in a splendid way 
felt that they had carried out their patriotic duty and wanted to get out as 
soon as the armistice came and they were dissatisfied if they couldn't get oute 
And a great many of them did get out and others were held ing but we did have 
a@ great many junior consultants and eibruninced in the later stages of the 
damobi lization. | , es a 


Brig Gen MeDonalds "Should we promote medical officers in the Reserve based 
on professional advancement during peace, or should the old system of unit 
vacancies and military duty in the Reserve be the basis?" 


Many times in this last war I know of some instances where < iliptninddand 
specialist would come into the Army late, perhaps having been retained in 
civil life through no fault of his own, and find himself under the supervision of a 
higher~ranking medical, officer who had very little special traininge I believe 
that promotion should be based largely on special qualifications, particularly 
on professional qualifications. 

I think that rank in World War I and II was given in many nstcaee eae: 
for reimbursement forspecial qualifications. The man got more pay, and in that 
way I think it was proper. There should be some way of paying a specialist ade= 
quately for his worke I think it was reasonable, that is, the rank for the dental 
and veterinary peoples : 


"Should Am rican Specialty Board canker ve the sole index to the recognie 
tion of specialists? If wd yom you suggest a basis for decision in this 
ffice?* 
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"Wil more autonaszy of the Surgeon Generals and consequent release of 
medical officer control from %l and BuPers provide an opportunity for improve=e 
ment in assignments, etc.?™ 


Yes. 


"Has the commissioning of nurses and other females in WSC and WAC added to 
the disaffection of medical officers? What 1s @ practical solution to this aspect 
ef the problem?" 


I don't believe that medical officers as a rule were dissatisfied with giving 
rank to women thatworked in the hospital. 


"Should pay of doctors be increased to canparable civilian levels? In tine 
(Of mobilisation aren't all grades denied compensation for their real efforts7® 


I don't think we should try to have a doctor earn as much in the service ,8 
he does outelde, any more than an engincer should earn more, GF anyone @15Ce 


Obvio sly much idleness of doctors is — by their call inte service long 
‘dn advance of professional need for theme What scheme would you advice to re- 
place that used in World War II? Could the “alert” aysten as used in World War iI 
be improved? If s0, how?# ‘ 


I have answered that, saying proper planing and timely classification. 

"W111 the present emphasis of replacing medical officers ty delayment in key 
administrative positions further increase disaffection in medicai officers by 
depriving them of promotion opportunities?* 

I don't think Bo. 


"Should the armed service medical departments participate in planning for 
civil emergency ‘efense? If so, on what level? | 


Yes, I think they shculde It showld be on the territorial level, I think. 

"Would opening of ta@Aining facilities in armed service hospitals for 
selected civilians be advisable Se engender better mutual understanding of our 
problems?* 

Yes, + think that would be of advantages . 

"What is your opinion as to the advisability of including the Veterans — 
Administration in armed forces planning for procurement of medical personnel, etc.? 
Public “salth Service?" 

I think that if you have the registry you would have your whole plane I 
believe there shou d be coordination on the _—— of all Federal medical services 
in the procurement of persomelse 


"Do you favor the ASTP system of producing medical officers in war? If ait why? 
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Yes, I favor ite ut + favor making them serve five years instead of 
two, after they am through with that traininge Two years is too littlee 
they et two months off out of the 24 so they serve 22 mnthse You cet that man for 
aa months, ani the Government his ocorhaps nald his way for four ;earse I certainly 
think five years woud be a better standards and I believe we could get them on 
that basis. 


"De you favor subsidiging in any mry medical students during war? Why?" 

That's the ASTP systems. 

Brig Gen Martins Hot in its entiretye Xou could change it to an outricht 
Gucsidigzations That is a moot question nows Sone people are not adiveing only 
inwar, but in peace, a complete subsidigation of a medical studert, even & pre= 
medical studente ‘ : 

Brig Gen Donald: Idon't believe in ite I do be teve in .ST?¢ 

Qhy giving medical students a cemmission as 2 sscom ileutenat in the MSC 
Reserve they were exampt from Selective Service callse Do you favor a return to 
that eysten™ 

I don't favor areturn to that systens 

“Did you favor bringin ASTP's in to the service aftex the wor to relieve 
reserve madical officers earlier from the service? If not, what should have 
been done to swrevent disaffection in reserve officers?" 

I belleve in bringing them into the service after the ware I believe they 
should serve at any time «fter they complete their trainings They should give the 
prescribed Length of service to the armed services, whether it is in peace or ware 

*Xn your expertones,is thore a need for an armed forces medical intelligence 
agency to establish en maintain on a currentbasig worldwide medical information 
that is 30 eseential to planners for @lobal war? If #0, what organisation seams 
“most oractical.7 3 
I think it ts necessary that we have armed forces medical, intelligence a-entee 


Pri¢ Gen “artins Cou'd that be 2art of the provosed medical section of the Joint 
Crlefa of Stal? é 


Srig Gen } eDonalds | think 80¢ 


"Should our medical service provide a section for each of the specialties te 
prevent disaffection in groups? (Sanitary engineers, biochemists, etes)* , 


No, too many corps and divisions 


"Do you favor vlacing a ofviltan representative of medicine on the staffs of 
superior saan ees surgeons during war? If g war? If nots why? 
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I do not favor ite I want my consultant commission in pert of my 
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TRUE EXIRACT COFN, (Extract of statements made by Colonel Thomas J, 
, Hertford, M0, USA on 23 April 48 at intery 


wnneet 82, IT would like to preface (L) there, by stating that 

in my opinion the dissatisfaction in the medical service was not any 

worse than it was in every other element of the ermed forces; that 
to 
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Dah ee (Letter from Captain W. D. Small (MC), U. 5. Mavy 
dated 5 May 1948) 


eeeee 812, (a), Poor leadership. 


(d). Blacing of unsuitable, incompetent or disinterested 
officers in positions of responsibility. 


(co). Unwilldngness on the part of many senior officers te 
respect the ability of reserve verronnel, to appreciate thelr diffi- 
culties and te take the trouble to czive them constructive ald when 
needed. € <i : : 


(a4). Indecision and vacillation by high commande. 


(oe). Teo mush control by line military commanders over 
strictly medical fanetions. 


(f). Gresely inadequate quantity of governuent quarters 
particularly for johfor officers and married enlisted personnel. 


(ge). Too much “decision by expediency" as contrasted with 
honest and frank evaluation followed by forthright actien. * 


x 
. 
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i (utr LtCol x... keuter, ental Corus, oe Li aay 43) 


Peaeseeeee EL, Yhuthorization of Gradez for Dentsi Personnel: g. veficieucy - 

Of the groides suthorigzed dental officers there were too few in tne field groies. 
the Far Rast Air Force in April 1945 wac authorized 4 Kajors ond eighty~feur Capt. 
In dune 1945 62 Captains were added to thie musber, {Te Sighth #irPorce in duly 
1944 wee subhorised one Lieutenant Gclonel, five Rajors and 199 Cacteine. "ne 
listed persoanel were authorised a maximan grade of corporzl, Authoriz=tions 

of grade ia othur SirPorces were cinilar, 


Unfevor:bdle Effects + Officer personnel with highly specialized 
treining wore etinded {in the gr:de of Captain regurdles. of their maturity, 
diligence, ettenticn to duty and technicel skill. Unlisted personnel were 
atimaied in the gride of cerporal. In the case of both officers and enlisted 
sOn the morale and efficiency eucfere: waterially. while the offfeers had no 
ueans of estere, enlisted men often were lost toe the deutal service for thiz 
reazon alove after muci tine had been:.pent to troin thea for their éutye 


&- secoavendeutione « What grad=& be providec Gentci officers 1. tue 


£hi.8 cetsce cine as officera in other exrvices, and tht evlistel Jental acsi.t 
ente be author’ rer in the grade of SEP ySaib, TH8t see oe 


~ Fe § i : : i 
~ ¢ ak | i 

Zp $a ee 8 \ 
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dee bling vVOlLonue@l, He 
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TRUE COPY UXTRACT (Ltr Capt. .5. Mathie (MC) USE, Ltr Dtd 6 Mpy 48) 


eeosee L "Prequent changes in aesignaent of duties which appeared to the 
individual to be unnecessary. Specialist being required to do professional 
duties other than their specialty. Hedicsal Officers in pools in the Pearl 
Harbor area felt that their time was wasted when unemployed. This was pare 
tialiy eleviated by temporarily assigning them to duty in hospitals where 
they were able te do soxe professicnal work, *6*S* 


° 


TRUE EXTRACT COPY (Ltr Brig. Gen. G.R, KEMUKBSOK, Dental Corps, dtd 7 May 48) 


ovosees L. “Phe follewing were the main cances for dissatisfaction by dental 
personnel on Air Force duty during World War Il, 1) Probably the most in- 
pertent single facter was the dental care given to individuals other than 
éhose in the military service. Dental officers felt that dependents and 
others not in the service wio received dental service wae securing it at the 
expense of service personnel. Regulations authorised this when practicable 
But thie had many interpretations and was usually decided at station level 

dy ether then Medical Department personnel. In the future, these individuals 
should either be authorised treatment definitely and personnel furnished to 
secomplich it or it should be limited to theasergency treatment of pain only. 
2) Yoo frequent transfers, to cther ctutions for ne apparent reason. 3) 
Dental officers kept on the routine of inserting amalgam and silicate fill- 
ings were not given the opportunity for edperience in exodontis, oral surgery, 
periodontia, preathesis and crown and bridge work. 4) The impossibility of 
finding living quarters in the vicinity of military etations. 5) Serving under 
efficers of the Medical Corps. 6) Poor promotions as compared to officers of 
other branches, 7), Regimentation of army life and not being their own bos:. 
8) Ho chance to be promoted dee to Table of Organisation limitetion ae te rank. 
9) Low pay scale as compsred with earnings in civil life, 10) Some «tations 
cuphasis are on a definite production en a quota system rather than stressing 
quality of service, 11) Frequent less by transfer of trained enlisted and 
civilian aceisteats, 12) Specialisation training impossible. 13) arny red 
tepe end class coneciousness, 14) Dominstieon of the Dental Corps ty the Hed- 
ieal Corps. 15) Service politics. 16) ‘Two dentsl officers per thousand 
were mot enough to do the job required in Werld War Iie It should at least 
be three per thousand in the future emergency. 17) Proethetic dental service 
as supplied by Central Dental Laberatories was susp below the standard of most 
civilisn dental laboratories. 18) ‘Tee much record keeping and duplication 
of dental forme for each individual in the SoC) a 


RESTRICTED. 25 


RESTRICTED 


gxUz EXPR! GOFY OF MEDICAL SUPPORT OF THE USAAF IN PHS MEDITRncANEAN THEATER 
HISTORICAL SECTIOS = APTAS 


eevsecess |,, “Another circumstance that caused dissatisfaction in many instances 
among beth officers and enlisted men of the Medical Departsuent was tie meagerness 
ef opportunities for prometion. The chief obstacles in this respect appear to 
have been Table of Organisation reatrictions and the policy of sending replace- 
ments in grade from the Zone of the Interior. 


A siailar situation with respect to the squadron medical sectioas of an 
Air Depot Group existed over an extended period of tize. 


Generally speaking, the morale of Medical Departament officers and en- 
listed men was relatively higher during their first ywar of fasign service than 
afterwards, Although probably the most universal depressants to morale were 
retation and promotion policies, mentioned above, other factors contributed in 
some instances to dissatisfaction within the medical section of a particular 
organization. Among these causes of a lowering of morale were insufficient sccu- 
pation. : 


Qn the whole, medical officers found themselves occupied with routine 
matters in which they had little interest professionally, while dental officers 
for the Bost part were engaged in work more nearly in keeping with what they had 
done in private practice, though, to be sure, they were often overworked and had 
inadequate equipzent. However, the feeling among dental officers and enlisted 
wen that they were being discriminated against with respect to prometion and te 
rank and ratings: fixed by Tables of Organization probably outweighed the above- 
poationed.conaiderations, In the Twelfth Air Force it was thought that flight 
surgeons who were intensely interested in aviation medicine showed the least 
loss of morale; wat that a few medical officers who had attended the Sehool of 
Aviation Medicine, apparently against their wishes, tended to lower the morale 
of -bhe organisation to which they were wc ie RE aa 


752 


RESTRICTED 


| — 
(RESTRICTED! 
TRUS EXTHACT COPY OF INFERVIEW WITH COL M.RY G. PILLIPS, ANC, 27 Apr 48. 


sagas L. "The status of our nurses changed three tines during the last war, which 
resulted in changes in prosiotion policy. It wasn't umtil officer status was 
grented that wore stable promoticn policies were made and position vacancies 
authorized, Interference in matters of promotion and assignment ty personnel, 
murse personzel, was made by personnel in higher echelons on the basis of person- 
alities and personal friendships, rather than on professional requirements and 
needs. While this was not on a large scale, it happened ih more than isolated 
Cases. 


In general, the housing situction of the women in the Medical Depart- 
ment of the Army does not compare favorably with the women of the Havy and may, 
unless there is some equalization, be a detriment to future precurement. I 
think every effort should be made to allow women to have adequate and home-like 
quarters — I'd say bachelor officers ~- for both men and women whers they may 
entertain their friends and not feel that they have nothing but a public living 
room. I think fully-furnished quarters are desirable, and we think that such 
accommodations would result not only in smoother operation, but in economy of 
operation and better morale. We had good quarters during peacetine. We were on 
a different status. We were provided quarters fully gaintained and furnished 
as part of our pay. Many of those quarters are still in good condition.: The 
quarters, of course, that were necessarily constructed during the war were not the 
type that we had been given prior to the war, and the furnishings were of a cheaper 
mature, and of course, didn't stand uw. But it has been brought te my attention 
more forcibly than ever on these trips that we have been taking with the joint 
hroups of the Army, Navy, and Air Force that the Army and Air Force nurses are 
not as well taken care of in the matters of housing as the Navy. The Navy quarters 
aré fully maintained and fully furnished. 


I think, maybe, that's about all I have. 


As I say, there shovldna't be amy difference, I don't think, in oper- 
ational polieies for women efficers of the armed services -—— Army, Navy or Air 
Feree, 


BRIGADIER GENERAL MARTIN. Wae there much disaffection a ong sursing 
personnel during the war because of the care of dependents? 


COLONEL PHILLIPS: I don't think so. We had nurses who objected to 
the care of womeh and children. They said they came into the sergice te take 
care of soldiers. Sut the number was not great. We still oecastonally find some- 
body who makes such a remark, but I think we are educating them to the fact 
that we want women and children in the hospital; we want to be able to take care 
o€ them because of the types of services. I think the number was not any greater 
than you would find with any group. You always find certain nurses whe prefer 
to take care of sale patients rather than female patients. 


BRIGADIER GEN BAL MARTIN: You mentioned the use of surses in the 
transpert of war brides and so forth. Bo you consider the presence of a nurse 
necessary to the extent that sursscs arc or have been used for sack jobs «hich 
are largely chaperon in nature? 


GOLONEL PHILLIPSR No. I think we could reduce the number for such 
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PRUE BEXTRA COPY OF INTERVIEW WITH COL MARY G. PHILLIPS, ANC, 28 Apr 48, Gont. 


BRIGADIER GENERAL MARTIN; Could not WaCe or other women? 


COLONEL PHILLIPS: Yee. 1 think the WAGs could help, but one of the 
difficulties -— and I am speaking very frankly -~ in the firet programs of trans- 
porting those people was the fact that many jobs in the care of children that 
should have been handled by the mothers themselves were delegated to the nurses 
and WAGs. I know the WAG Headquarters objected to it, and se did we. We felt 
that those people should have beon oriented, told what te expect, and be given 
the responsibility for the care of their children, not have the children just 
taken away and put in the care of professional personnel. 


How, certainly I think they need nurses on those transports. the 
children get sick. The mothers need some assistance and educ-tion in the matter 
ef preparing formulas, feeding, etc. The standefds of some of those people are 
not ac high as American standards. Then, too, they did not have the advant-ges, 
living in those war-torn countries, I think that nurses had an opportunity to 
help those people, but I feel they could have gotten along with less mursing per- 
sonnel than.they did. I feel the need for a greater nuaber of nursing personnel 
is in the hospitals where our pasients are. 


BRIGADIER GENERAL MARTIN: Do you believe now, that the Hurse Corps has 
reached an officer status, that the purely menial work, such as you have deserib- 
ed, should be a duty of the officer nerset 


COLONEL PHILLIPS: {I think that no Jed. which contributes to the coxfert 
er of a patient is menial, and I wouldn't hesitate to do any of it. 


BRIGADIER GENERAL BARTIN: I am speaking now of the tare of war brides 
and things you have just deseribed. 


COLONEL PHILLIPS: I don’t think it is menial. I don't thimk i$ is neo- 
essary for « professional person to de some ef the duties that they needed to do. 


BRIGADIER GENERAL MARTIE; What suggestion do you have that would tend 
to prevent or minimise the most common complaints -—— idleness, misassignmeat, 
regimentation, favoritiem, lack of retation, non-professional agsignument, injust~ 
iees in promotion, ete.? 


COLONEL PHILLIPS: Well, first of all, orientation fer all our personnel. 
In matters of promotion, I think that the Medicel Departuent or the Sargeen Gen- 
 @eral's Office should be the one to decide whether or not people meet the prefes- 
sional requiresents fer promotion. I sertainly think they should have something 
to say as to whether the people will or will not be promoted. for ualassiga ® 
I don’t think that we could be justly accused for much malassignment or | 
many of the nurses can say a large number of thea were malassigned who, first of 
all, were nurses. We may have had a little additional trainiag or postgraduate 
courses in certain specialties, but we havs all had basic training as nurses, and 
3 wouldn't connider myself malassigned if I were doing bedside sursing. As $e the 


distribution of nurses, I don't know, in an overseas' area, how, during war, that _ 


could be too well handled; tat, as I said in my remarks before, in the sons of in- 
terior, if the Surgeon General's Office could make tranefers or at least temporary 
transfers to take care ef situations in the different hospitals, it wauld help, I 
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TRUE EXTRACT COPY OF INTERVIEW WITH COL MARY G, PHILLIPS, ANC, 27 APR 48, Cont. 


believe. Of course, while cur (orpe was emall, a1) assignments were mede from 
this office. The Wavy, I know, still doee that. They control all their assign 
ments. Our is probably teo large a group now for that to be done with some of 
our hospitals under Army jurisdiction, some Air Force, and some Class I] instal~ 
lations. 


BRIGADIER GRWERAL MARTIN: Any complaints about regizentation of nurses? 


COLONEL PHILLIPS: Net as much now as during the war. I think, again, 
that the fact was that they didn't know what the army was. They were just brought 
in and thrown inte a large organisation with no orientation. I think that was 
responsible in a great measure for that. I don't think the uurses feel that there 
is se much reginentation, Heseeesees pa Re Ree tee, 3 
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FXTRACT OF STATYYPRTS BADE BY COLONFL OSCAR S. RFEDFR, WC, USA, ON 15 APRIL 1948 
AT INTURVIFW WITH SUBCONMITTFE ON THE EMPLOYMENT OF MILITARY MFDICAL RESOURCES. 


weave *(L) 1, I think the first thing would be to set up a personnel procure- 
went beard on a defense level) and allocation be made to the various services 
eon the basie of their estimated recuirenents. 


"2. I do subseribe to the common complaint that rank rather than pro~ 
feasional ability governed in the command and control of dectors, Insofar 
as possible, promotion should be given to thogze who have both attributes. 


*3, I don't believe that compulsory military service ean ever be accept- 
able ani pleasant te dectors. I don't believe it can be made acceptable and 
pleasant to doctors, but I thirk an effort should be made to make them more 
satisfied after they get in. 


*4, Asa matter of fact, I haven't noticed any great disaffection among 
the ASTP. It has been amonr reserve officers held on duty. It waa predom- 
inant in reserve groups held on active duty after the war was over, -- those 
who were frozen because of one reason or another’. 


®5, No coenent. 


"6, I think the Surgeon General geta blamed for most of the trouble, 
whether he is at fault or not. I don't think the doctors know what part Gel] 
plays in the picture. : 


"7, I think that the commissioning ef nurses has added to the disaffection 
of reserve medical officers, but not the regular Army medical officers parti- 
cularly. 


"(m™) 1. TI don't beliewe the basic complaint of the doctor is primarily 
financial, I helieve his greatest desire in the Army is advancement and promotion 
rether than the actual pay involved. 


®2,. Ne comment. Basic training should start before medical achool, in 
eollege and high school. 


"3, Y believe they should be assigned to field units during training. 


"4, The alert system could be used and on-the-job training continued until 
they were alerted. 


"5, Y think that the joint medieal beard could have much te do with the 
classifieation of docters and their precurenent, e o> 
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EXTRACT OF STATEMENTS MADE BY COLONFL OSCAR S. REEDER, HC, USA, on 15 April 1948 
AT INTERVIE® WITH SUBCOMMITTEE " THE ee ae Or wsasotcih aaa MEDICAL RFSOURCES. 
Conti ned 


anne ©7, T believe thet a Joint Medieal Board should be formed on the 
Secretary of Defense level and that it should have the power and authority 
to recommend persommel allocation to the varions services .“#t itt 


wtete S55. IT think one reason for subsidising medical students during the 
war is to be sure they would not be utilised in combat, "sett 
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" EXTRACT OF STATOIENTS MADE BY CAPT. E, R, HERING, JR., (WG) USN ON 22 APRIL 1948 
A® INTERVIRW WITH SUBCOMMITTES OW TRE EMPLOYMENT OF MILITARY MEDICAL & SOURCES. 


eeoceesses 1, "Bedical Officer Dissafection for the Armed Forces. I have thought 
of that, and it isn't anything that you can put your finger on exactly. 


We speak a let about morale among the enlisted personnel and take it 
for granted that officer morale is a fait accompli, dDecause am officer is a leader 
and so forth, forgetting the fact that these doctors are civilians and that they 
don't get the 90 day training to indoctrinate inte the military side of this thing. 


_ Another thing that I know, from many, many complaints that I have heard 
from my own officers, is the wastage of medical officers doing paper work. 


I know that steps have been taken along that line in the Navy by the 
formation of the Medical Service Gerps. In my own organization I have to leaa 
on them tremendously. 


I understand, from a recent study that was made in the Armed Forces, 
that they cre planning on the employment of these Medical Service Cerps Officers, 
or the equivalent in the Army, in many plates where medical officers were, realis- 
ing that we go into a wer with a eertain fund of medical efficers which will not 
we inereased during any short war and we have to preserve what talent we have. There 
is very little use im putting a medical officer wp there where he is practically 
Gannon fodder. : 

. Im the main, we have to pay more attention to the morale azong medical 
efficers. He is civilian that is brought in. ‘The reason that we haven't done 
it before ia because we think that am officor and his morale ax being high be- 
cause he is wearing an officer's uniform. It doesn’t hold for these people, be- 
cause they don't get the indoctrination, *eeeeereses 
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EXTRACT COPY OF PERTINENT MATPRIAL CONTAINED IN AIR FORCE MEDICAL DEPARTMENT 
HISTORICAL RECORDS OF WORLD WAR IIT. (lst Bombardment Division 44) 


eewe “Of the thirty-three surgeons who were marshalled in my group, there 
were three majors, two lieutenants and the remainder were captains. We 
were told that we had been selected because we seemed fitted and able te 
do this work which seemed to everyone to be so very important. Most of 
us have been in the Army for two years or so and have seen the average 
line officer advanced from enlisted man to captain or major during this 
time. A number of us have had no promotion sinee being commissioned , 
even though we may have worked hard and done good work at jobs which we 
did not like. Several have had little or ne oppertunity to do 

since coming into the Army, allowing their. surgical skill to fade through 
disuse. All of us look forward to the time when we may return to our 
homes and practices, and at least a few of us face the problem of sx- 
plaining to former patients why we have not reesived promotions. This 

is a problem which is being faced even now, for some of us do continue 

a correnpondetice with some of our patients. Financial hardships do not 
add to one's peace of mind, and concern over what is to happen on one's 
home, insurance and other investments does not ae aad ee in 


ee oreg see 


L. K. Pohl, Colonel, iC 
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True Extract Copy(Ltr Ne C.Mashburn, Colonel, uC, AF, 18 April. 1948) 


wHeMMAttention is directed to the attached momorandun from the Surgeon, this 
Headquarters, same subject. A very thorough investigation was made of the 
situation in regard to Medical Department Officers, their attitude toward 
and their desires with regpect to remaining in the service, This situation 
is clearly presented in the attached memorandum and inclosures thereto. 


Unless the situation is very different in other Amy Air Force Commands » 
which is exceedingly doubtful, it appears highly advisable that far reaching 


~ measures be taken to correct it immediatelye Being a matter that could have 


such a direct bearing on the functioning of the Post War Army Air Force, the 
undersigned considers it his responsibility to bring it to the attention of the 


Commanding General, Army Air Forces 


I have taken and still take a deep personal interest in thia matter. 
Since this Command was established in 1942, I have takenevery possible occasion ~— 
in inspecting the hospitals to investigate the morale of the Medical “fficers. 
The Medical Officers of the Training Command are generally of the very highest 
type and were carefully selected. In the beginning, I noted great enthusiasa 
on their part and a great pride pertaining to the Medical Corps of this Commands 
During my inspections at the present time, I find that, while these men are 
Going their work conscientiously, they are doing it without enthusiasm, and that 
many of them are performing their functions with a feeling that they have been 


‘ unjustly treated. Very few of them show the slightest desire to remain in 
the 


This appears to me to be a very unfortunate situation, since the average 
of cur Medical “fficers is very high and it is an excellent opportunity to 
retain the best of the younger ones in the Post War Medical Corpse . 


urgently recommend that this communication be ae very careful con- 
ep ea by the highest authorities. 


. oo / Be Ke Yount 

1 Inel : T/ Be Ke YOUNT 
Memo to CG, AFTRO Lieutenant General, U.S.A. 

w/Incls thereto Commanding. 


H#eeteet & € 
The Surgeon of con ae rs is much concerned regardi sibilit: 

of ceptstnce et adh cal Service for the post war ADay 9 oh te posstbints 
concern is the winge 2 result of a realisation of the thondlingef poor state of as 
of officeys of the Medical Department and of their attitude toward remaining in | 
the Service. Review of facts indicate that there are definite factors whichare . 
responsible for this attitude and that it is probable the situation will become 
even worse unless some corrective measures are promptly applied. 


The attitude of any officer toward the service, which determines his 
atate of morale and his desire to remain associated "with the service, is bound 
to be tremendously influenced by the treatment he has received, Any officer, or 
group of officers, who believe that their civilian background of education and 
experience which equips them to perform their primary service duty has been 
discounted, are certain to feel they have been poorly treated. A large proper 


tion of our physicians, surgeons and dontistsare strong in their co 


RESTRICTED] 


RESTRICTED 


their greater background of essential education, provided at their ow expense, 
and their civilian experience, all of which has prepared them for their primary 
service duty, has been entirely discounted in the authorization of their grades. 


Because of reveated indication that the situation referred to above existed, 
this Headquarters has made a study of the attitude toward the service of Medical 
Department officers as compared to other officers and has also investigated the 
factors which are believed to be responsible for the differences disclosed. This 
was done by the use of questionnaires filled in by Medical Department Personnel at 
all Training Command stations and by Air Corps Persomelat certain representative 
stations. The essential findings are disclosed in the inclosure to this lettere 
Those findings are such es to indicate that a very serious attempt to change the 
attitude of these officers should be made immediately. 


A study of the facts seems to justify the oninion held by the majority of 
Medical and Dental officers that the army has given relatively little considera» 
tion to the educational and professi6énal background of training and experience 
necessary to produce a well qualified physician, surgeon or dentist and to the 
fact that this training has been at his own expensee Some of the facts disclosed 
are as follows 


Qe Chiiyefour and two tenths percent (34.2%) of Medical Corps Suntiins 
have been in grade over two (2) years, whereas but eight and six tenths percent 
(8.6%) of Captains, Air Corps rated, and nineteen and four tenths percent (19.4%) 
of normrated Captains, Air Corps have been in grade, that length of ie 


o be Seventeen percent (2.7%) ef our Captains, Medical Corps, were brought 
in from civilian life as Captains. A great many of these are highly qualified 
professionally and were = successful in their civilian anaes of medicine and 
surgery e : € 


- Ce Thirty-four percent (34%) of Medical Corps Mejors have been in grade 
over two (2) years as compared with twenty-seven and five tenths percent (27.5%) of non— 
rated Air Corps Majors and twenty-four percent (24%) of rated Air Corps Majorse 


in eivilian life the the professional background of training and experience of 
physicians, surgeons, and dentists is recognized. This recognition places then 
in positions of high responsibility in the commanity and, in addition, awards them 
by their relatively higher income. In contrest, the army awards principaily those 
officers who, in addition to professional abil ty, demonstrate sufficient-admini- 
strative ability to permit them to occupy certain advanced position vacancies — 
gives little or no award to purely profess: onal it Nata tar 


In connection: with the survey conducted, officers were given an opportunity to 

express themselves as to their present attitude toward the service. Medical and 

Pabspe Officers were very frank in theirremarks and those remarks are swmarised as 
olLowss 


‘Qe Embarrassment by lack of sufficient promotions within uch a group 
of professionally trained mene 


de Very low income as compared with income earned in civilian life and 
resubéant inability to properly care for ite Poiat financial obligations which 
have continued despite decrease in RESTRICTED ve now used up their financial 
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reserves which were utilized because of this necessity. 


Ce Discrimination against Medical Officers in the provisions for | 
separation from the services Many of them feel that other doctors should 
be brought into the service so that Medical and Dental Officers with con- — 
Siderable sérvice could be released, This would not directly effect the 
officer who desires to remain in the service, but the general attitude of the 
‘ majority. toward the service has a very definite effect on such decisions. 


~Many Dental Officers are resentful regarding the end result of 
the ASTP program, The feeling is that govermment trained dentists should 
be. brought into the oy. in order that those with considerable service could 
be redeased, 


The most eins t fact revealad by the survey is that but four and 
nine tenths percent (4.9%) of nine-hundred and twenty-one (921) Medical 
Officers inciuded in the survey (Regular Army excluded) have any desire to 
remain in the service permanently, Of this small number, none (0) are 
Lieutenants, twelve (12) are Captains and eight (8) are Majors. The re- 
maining twenty (20) are Lieutenant Colonels, Only twelve (12) of all the | 
Medical Corps Officers in the grade of Captain or below, or one and eight tenth i 
_ percent (1.8%) of those surveyed wish a regular commission. it could well 
be that an elimination of undesirables would considerably reduce this small 
muabere The situation in regard to Dental Officers is somewhat better, but still 
unsatisfactory, there being but nine and two tenths percent (9.2%) who desire 
commission in the Regular Army, These figures compare very unfavorably with the 
twenty-seven percent. (27%) of non«rated and fortyenine percent 498) | of rated 
Air Corps Officers who desire to remain the service 


"Whether or not Medical and Dental Officers are completely justified in 
their firm belief that ther have not been accorded reasonable treatment by 
the service, it is a certainty that the great miJjority of them are convinced 
that they would fare very much better in civilian life’than by accepting a 
commission in the Regular Armye Under the present law, six months after 
the termination of the emergency al] of them (except R,gular Army) can revert - 
to inactive status. Unless immediate action to change their attitude is taken, 
-wery few will remain other than the Regular Army Officers whose mmber was. 
. sufficiént only to care for the needs of the amall pre-war peace time Army 
Air Corpe and who have been required to give up their professional work for 
the Administrative work required of them during this —w The seriousness 
of such a situation requires no emphasis. 


it 1s considered highly important that immediate steps be taken to 
recognise the essential backgrounis of education and experience of these 
officers who came to us already trained at their own expense by instituting an ime 
mediate and radical change in the basis of promotion of Medical “fficers and . 
' by immediately providing a promotion for a large majority of those highly 
qualified professional men who have been stymied in relatively low grades, 
particularly in that of Captains Only by such action can we hope to influence 
an adequate mmber of these officers to remain in the service and thus provide 
for an adequate postewar medical service for our Air Force. 

i 


In order to accomplish the desired result it is imperative that action 


taken be two-fold in scope and ollowing is recommendeds Se, 
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& Immediate action to oring about a large mumber of promotions of. 

_ Medical Department Officers, particularly among that group of highly qualified 
professional men who entered the service as Captains and have received no 
promotione It is hoped that such action will not be too late and may, in part 
at least, overcame the conviction that these officers have, that the army has 
given them no credit for their professional — and has not given them a 
fair deals 


be Recognition of the essential background of ceruenibnds education 
and training of physicians, surgeons and dentists by setting up and putting ~ 


into immediate ection a post war plan for commissioning them as officers in 
the R gular Army in grades which would induce a sufficient number to remain in 


‘the s@rvices "iHittite 
REC ie 
Mie ix ZN 


Colonel, i 
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(Letter from Captain hk. J. Aston (MC), USN 
Portsmouth, Virginia, dated 23 April 1948) 


eeeen "()) The chief points or circumstances within the military structure 
contributing most to apparent disaffection of wedical personnel. 


as I have stated before in this letter when medical personnel were 
actively engaged, their morale was high. It seemed that only during 
periods of enforced inactivity was there any noticeable decree of dis- 
content. Service jealousies and jealeusies of individuals within the 
game grou) undoubtedly were present, but I do not believe thie was true 
to any great extent. ‘ome medical officers protested that their special 
knowledge and capabilities were not being properly employed. I believe 
that adequate adjustments were made in these cases as soon as was prac- 
tigadle. Sertuin medical officers considered that their professional 
standing in civil iife should have entitled them to higher rank, perhaps 
some of these individuals were justified yet I considered that on the 
whole our reserve medical officers were fairly and very well treated. 
Anparently few complaints of this nature eame from medical officers of 
the regular establishment. The promotions in the army medical corps 
were thoucht to be more advanced and accelerated then those of the navy 
medical corps and several instances of thie sort were brought to our 
consideration. Perhaps this is more understandable when one renlizes 
that the wediceal Yenartment of the army expanded to a far preater ex~ 
tent tuat did we of the navy, "***8* 


of jf : if Z A 
L. KX. Pohl, Colonel, MC 


eee 
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TRUE COPY EXTRACT (Letter, Captain F. R. Urban (MC) USN 
: dated 28 April 1948) 


aneut (1) The chief points or circumstances within the 
military structure contributing most to the apparent disaffection 
of medical personnel, 


®(1) In the Army there was a lack of opportunity for either 
professional experience or military promotion for medical officers 
in tactical units. 


"(2) A better understanding and more friendly relationship 
of regular and reserve personnel. 


"(3) Rank of reserve officers not commensurate with age 
and experience. 


"(4) Experienced personnel in medical lines receiving admin- 
istrative positions, Administrative officers in many cases could 
have taken over medical officers billets," 


VEU 


L. K. Pohl, Colonel, NC 


RESTRICTED | 765 


RESTRICTED 


TRUE COPY EXTRACT (Letter from Colonel James H. Forsee, MC, USA, dated 
20 April 1928) 


sees “(L) The Chief Points of Circumstances Within the Military Structure 
Contributing Most to the Apparent Disiffection ef Medical Personnel. 


Most disaffection with the military structufe relative te medical 
pereonnel is I believe related to personnel management. Such factors of 
uncertainty of assignment interfer with future planning on the part of the 
individusale and disrupt professional elusation, The frequency with which 
moves are made in rather a hurry-up nature only to find on arrival that an 
appropriate assignment is not available is indeed discouraging. Many of 
these factors are not Medical Department difficulties alone by any means 
but they do have a very definite influence in discouraging the young officer 
contemplating a military career in the medical department. Inadequate 
housing is one of the most major problems which we now face in securing 
doctors to enter the Service. The present pay levels do not permit junior 
officers to be attracted te a military career. The following is quotedifron 
@ recent article in the Surgery, Gynecology and Obstetrics of April the 
17th, 1947 written by Dr. 3. D. Ghurchills 


“Pearl Harbor found the civilian medical profession in mase of poorly 
integrated but highly developed specialiem in remedial medicine. The 
prevailing tactical situations in World War IZ permitted the useful appli- 
cation of wide varieties of specialized technique to injury and disease. 

The range of these techniques had not been anticigated in the plage of the 
Aruy Medical Department and particularly during the early phases of the 

war Medical Officers found difficulty or frustration in their attempts 

to apply their full petential, An unenlightened attitude of Command toward 
the mission and operation of the Medical Department was not wholly surprising. 
It can not be assumed that tough-bodied and teugh-minded laymen will have a. 
full appreciation of the functions of doctors and hospitale. Sven a lay 
Board of Trastees in civilian hospitals required education, Medical staff 
officers only rarely were vested with the authority that is derived from 
having the ear of command. It was difficult for them to make the vot 

of Medicine heard above the clamor. The wound surgeon by virtue of his 
direct clearly understood mission, fared better than his colleagues in 

so far as it pertained te sanitation and hygiene, was well carried out; 

but warnings and advice regarding hasards that had not been visualized 

in Army peace time training and discipline were likely to pase unheeded——.. 
It was difficult to reach the Command with guthoritative advice regarding 
these hazards and it was not always followed when reclined. A total health 
program utilized the knowledge and experience of the medical profession 
regarding ‘man and all that concerns him was never envisioned——*, 


"The role of the dostor in war must always be that of his role in 
civilian life--an advisor. There are only two essentials: First, the 
advice must be sound, and second, it must be heard-..*, 
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These factors seems to me to add up to simply this. ‘That the 
Medical Departments of the Armed Services must present a sound policy 
and aggressively pursue ite accomplishment. foo long have we as a 
group feared or hesitated to strenuously present our demands to the 
Generel Staff and the people. We have accepted a budget too small to carry 
on the required pursuits of the Medical Department. We have failed te 
achieve high professional recognition within our own medical societies 
and organizations. ‘The Armed Forces should and will be just as good as 
the people want. The people must however be properly advised as to its 
needs. The demands for superior leadership on the part of the Armed 
Forces including the Medical Department was probably never greater. An 
adequate Armed Yorce is costly. The susceseful prosecution of the 
present objectives of the Medical Department are likewise costly. Its 
achievements cannot be gauged sclely by material expense. Its tesord 
during the last World War in the saving of lives, and medical care of the 
sick and wounded has worn the highest praise from all sources. This fact — 
must be constantly called to the attention of the Gommand, The people 
must be willing te pay a dear price for peace for the price of Yar to 
this nation and to the world will be greater than death itself, "989 
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BXTRACT OF SPs 2HMENTS WADE BY: 
Colonel Frederic B. Westervelt, MC, JU. S.A. en 22 April 1948 at interview with Sub- 
com:ittee on the Employment of Military Medical Resources; 


eeeesee ZL, "I think that the common complaint indicated is that I can only be covered 
by proper planning which goes back once more to the medical people knowing in advance 
the high levels of strategic plans insofar as procurement is indicated, and then a 
preper classification of medical manpower, a calling te duty of this manpower only 
when aeeded, and a keeping of this manpower busy by rotating them from one busy spot 
to another, and then a proverly-trained adminiatrative head -- by head I mean staff - 
at the head of the medical department to understand psychology, promotion, justices, 
and just the general over-all make-up of the medical man to try, insofar as possible, 
to minimize the causes of thie type of complaint. I think it requires a lot of 
thinking, a let of planking, and a let of good sound scomion senee back of it. 


I personally believe as far as Ho. 2 is concerned that promotions sheuld 
be based on ability. Whether that ability is largely professional, or whether it 
is demonstrated in some other field, I still think it should be on ability rather 
than on just some particular faculty. By this I mean I don't think that because 
a man has done a certain thing for so many years or because he is a member of some 
particular society that $hat in itself alone should justify promotion. I think 
a@ promotion is an indication of the man's relative value te the over-all medical 
service. That value can be equal in a professional field or in an sper<tional 
field, depending on where he is needed. 


At least one factor not under the control of the surgeon general whieh 
results in disaffection of doctors is the quartere situation, possibly hecause a 
greater proportion of the younger deocters are married and have familiés than the 
younger officers. I don't know, but I do know that the chief canse of dissatic- 
facfion that I hear ia the fact that officers can be moved from one .lase to another 
don % know where they are going to go and don't knew whether they are going to have . 
their families with thea. 


I know there would be an awful lot of dissatisfaction if they started 
bringing women in the regular Army. That's what they are talking about right now. 
Pay of doctors in the Army should be the pay of any other officer in the Army of 
@ Comparable grade. I would like to answer yes to that one, providing it wasn't 
pushed up above anybody else, but distinctive pay, pay for special efforts, or 
for special training or for special anything is not appreciated by other branches 
of the service, and when a fellow has to eat with and live with officers of another 
branch who are jealous of him getting extra money, it causes a lot of diesatis- 
faction. It is discriminatory legislation. As much as ] like dollars, I rather 
not have it than have a lot of people feel the way they do about it. 


I don't know how to answer that question. If you are going to get doctors 
into the Army for a career, at least one consideration is how much money they make, 
and they would like to make as much money as they make on the outside. If you can 
demonstrate that they actually take home as mach noney in the services when certain 
advantages are considered and what not, then you have actually increased their pay 
to a éomparable civilian level, and I am certainly in favor of prefessional people 
getting what they are worth, but I am not in favor of dectors in the Army ectting 
more than other officers in the Army. 
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Colonel deokiztc ‘Be Weetervelt, HC, U.S.A. on 22 April, 1948 at interview with Sub- 
Committee on the Eaploysent of Militery Medical Revources, Gontinued: 


I can't answer Ko. 2. The reason I can't answer it is that 1 am forced to 
feel that there is too auch personal selfishness exhibited all over our country today. 
Everybody is for himself today, and I doa’t believes you can talk about sacrifice and 
geet any enthusiasm out of anybody. The doctor that goes into medicine with the motives 
that he should go in is sacrificing anyway. ie is giving hic life to take care of 


other people. I think a true doctor has thet spirit of sserifice in him all the tine. 
SSSVEeeasa 
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TRUK COPY EXTRACT OF INTERVIEY WITH REAR ADKIRAL MORTON D, “ILLCUTYS (HC) USE 
“4 May 1948, 


SeeeereorL, "REak AUMIRAL ANDERSOS: the next subject is the chief points or 
circumstances within the military structure contributing most of the apparent 
disaffeetion of medical personnel. 


REAR ADMIRAL WILLCUPTS: I have t.o or three factors thet I think 
eovered all the disaffection I saw. 


One was, as I said, an absence of military planning and military know 
ledge by the dector. I have referred to that ease. fhe doctors were dissatis- 
fied because they didn't know what the s¢ore was. 


fhe next one was due, I think, to a faulty induction ~- a faulty con 
cept of our type of patients. The inductee would go te the induction senter and 
then to the treining centcr, and then, instead of being sent home after being 
eercened at the training center he would be sent to our hosvital. Ont of a 12,900 
population of patients, 2000 of them were on NP service; and out of that 2000, I 
dare say 390 percent were Just a type of disgruntled bey that could hav: and wuld 
have fought well had there been « battle on right there in San Diego. But they 
found they wouldn't team up and they sent them to us as NP cases. I know J had 
2000 of them -t San Diego. A proper screening early sight have put most of those 
boys out of combat duty entircly and kept them in another productive tyne of duty. 
He night not have been able to do coxnbat but he could do something foi the notioual 
economy cther than fighting. My deetors got very dissatisfied st time beesuse ward 
after ward of petients, were not very sick, and that is not good clinical medicine. 
The doctor became annoyed. He would go in on sick esll and see 2 whole line up of 
boys not too sick and that could be sent to duty. They had to have a little dental 
sare; they hed to have this and thet. And the law says they would rate 30 days 
leave, The doctor was annoyed by the enormous asount of paper work he 2d to do on 
@ not very sick patient. That made for disaffection and discontentment umong the 
staff at the hospital. 


= fo get away from that means very cereful selective service based wen, 

I think, an improved induction system. I can't see why ve can $ take an exanine 
ation at the home base by the local doctor, the selective service doctor, who is 

@ Civilian. He will know whether that boy nas epilepsy; he knows that bog. He 
knows the grose disability without screening. The other man can't know teo much about 
it. So instead of going to the induction center I would like to see them come right 
to the training center on probation, so te speak, a probation enlistment, and then 
after 3 or 4 wore studies by a good number of doctors, ineluding a pgychiatrist, 
they would try to sereen out those boys who will never make good combust material. 

It ie going to be difficult and it is going to -ake s lot of careful scruftiny. 

But, as I say, the ne~t war is going to be tetal war, amd certainly these boys 

ean be made fire watchers sand rebuilders of destroyed houses and firefighters. ‘They 
can do sometuing. in that way then, in our hospital we would have clinical material 
and oPoner morale axong our doctors. The morale will be higher. That wis a sericus 
morale emong sur doctors. The morale will be higher. That was a serious morale 
factor, the clinical material we had, Nothing shot up the morale higher than = te 
have a new boat load of wer wounded boys come in. Yet, they came in with s bunch 
of seeecick kids. They would just groan and say - here are some wore of those 

boys, these misfits. 


Then, of covrse, there is the third group that wanted to be in bloody 
surgery ali the tine. You can't do thet. As I told the boys on the LST - what do 
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4 MAT 1948, 4 couepTURD: 


they want us to do, explode tham, get a kamikazie to cripple a third of the ship 
so they could have some surgery to do. I told them if they were not here other 
doctors would be here, that they are filling a necessary billet. That has been 
thought out, carefully thought out, that these surgeons checked all these needs 
and determined we do need on this LST, from our edperience in previous near dis- 
asters we had in other island hopping in the Facific, extra docters. 


Of course there always comes the lose of comforts known to the doctor 
at home, He can't get housing; he can't bring his family perhaps; perhaps his 
schooling is upset, and #0 on. Many of our doctors, as you all know, are in debt. 
fhey may look like grand successes outside, tat they have a mortgage on their home, 
c@ to ma atain by high monthly contributions, and so on, and service pay 
doesn t cover mch, I don't think the @iecontent was teo much, I think they were 
poor sports. A lot of these people that are disgruntled now say that we did this 
and we did that. I have talked to many of thea and acked for definite items that 
would create discontent, and they can t give me a good answer to my satisfaction, 


I did feel a loss of sorale with the poor type of clinical material. 
Doctors also like to have a little firing, a little gunner , a little action. 
Many of these doctore were good sports, as you know, and they want te see action. 
4né te go home and see no action - to go back home and be applauded for home work 
is not their idea of good apertemanship. They like action. 


I am not too disturted by the AMA questionnaire that went out. If you 
them those questionnaires were well done and those docters were serious 
in their replies. But they are not too serious, I don't think. 


As I said a minute ago, what if you had not had the dectors at the Bulgs 
and that Bulge went on down to Southern Prance? What if we had landed on the 
China Coast and the mainland of Japan? The civil people would have had to have given 
us more, And when they tell me they were down to 1 to 1500, I tell them I have 
ehecked the morbidity of the civilian communities and it was startingly low. They 
had no great gpidemics. The morbidity gates throughout the country was very favor- 
able. I can t give civil medicine very moh credit there, I ecall it poor spert- 
emanship. When you talk to them over a cockrail, they don t fight much, "sre 
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RUS COPY EXTRACT OF INPERVIGY WITH COLONEL VIKGIL CORNELL, KO, “Asp: 30 APRIL 1948 


Seeeeses 1. "The chief points or circhastances within the military etructure 
contributing most to the apparent disaffection of medicsl personnel*, All doctors 
resent the loess of individuality. I think that is the basic reacon for dissent. 
They resent service other than mediesl duties, snd they resent madiial duties 
other than those in thelr own line of practice, and they resent direct orders. 
With Sraining and experience, those features are minimised. Consequently we mast 
start before mobilisation by ineuleating the idea in the medical fraternity of 
what the Service does and ha: te do. 


I Hnow they don't Like to hear a lot of that, but there should be some 
way that we conld gi:e it to them in an interesting aanner and by encouraging 
attendance of medical officers at the various civilian seetings. 1 think personal 
salesmanship again is most importent in letting the civilian doctor know what 
the level of medicine is in the Services, and th:t even thfough we have to do 
some of these administrative taske, we are getting a lot of goed professional 
training and very good professional work. 


Only since 1936 have Army medical efficers attended medical meetings 
on a duty status. The Public Health Service has been doing ti for years. ‘The 
Publie Health Service has been doing it fer years. When I was curator et the 
Army Kedical Museum for three years I paid my own expenses to all of the gencral 
meetings, but started a movement to have the curator and some other representatives 
sent to these meetings, whichis now being done. I think that that should be | 
continued, and should be encouraged. 


New the poliey is that you can't go tc a meeting unless you present 
apacer. Well, i think that some men should be allowed to go as Soncedekudeien: 
even if they don't have a paper, I think their very cresence there in uniform 
is worta a whole lot ef to all of tae services. 


There te general professional resentment that vrofessional men are 
not recognised in the higher grades, and that immediately a professional men is 
recognized he generally cesses to be professional. 


Ae evidence of that you can take the remarks by one of the men from 
the Surgeon General's office before a civilian group just the other day, in which 
he stressed that one of the recent promotions was of a professionali san and that 
that wan was going to continue in his professional duties, and the very reason 
it was emphasized ic because perhaps its one of the first times it has happened. 

I think it is possible and should be, that that auld be dene sore often. I think 
that that is one of the things that the general profession know. 


fhe younger men resent breaking of training periods in order to ueet 
other needs of the bervi-e. They have to go to certain jobs, but thet fits in with 
what I.said a while ago, that as long as we are under-staffed, we sever are going to 
be able to let a man eontinuse the period of training without needing him somewhere. 
Whether we can meet that, I don't know, but that's one of the things that irks 
the younger men ac they are sent somewhere to train in some subject and then after 
® year or year and a half, when they are supposed to be taking a three-yeer course, 
they «re pulled out and sent somewhere, 


The rapid changes in policies have instilied a distrust for the future 
among young men, both in and out of the service, - 
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PRUE GOPY maTksCP OF DPPERVIEW wath COL. CORNEL., KC, USA, 3O a sl 1948, 
Bb GQetiNyes 


Phe next item comer fros my Division Surgeon; Failure to comply with 
promises of profeszicnal rehabilitction fer frontline medicsl officers upon 
their return to the 21. 


Thoee wen are imvediately demobilized. The 6.1. Bill of Hight wae aot 
fis effett, se they couldn't take advantage of 1% til sometine after they hed 
returned to their practices, and then they were established and didn’t wantto, 
But he telle me that «cay of the wen who had been banking on that period of ree 
habilitation to get back inte their sedical work after a period of coabat duty 
were mach discruntied tecaase that never developed, although if at. been promised 
te then. 


I can't personally sey anything about thet eRher than report that that 
is one of the coments I heave heard along that Linge, ***eresese 


RESTRICTED, 


2RUE COPY axrRact (from address of Major General Albert ¥. Keuner, MO, USA © 


13 May 1948) 


MAJOR GEHERAL KENNER; °°° "Going on then te the next ene -- the chief 
points er circumstances withia the ailitary strueture seutributing oct 
— eae @isaffestion of medieal personnel — I will enly sentica 
a few o en. 


There was denial of eppertunity te advanse professienally. That was 
particularly acted in the attached medical. Your battalion surgeen wes 
‘stymied en promotion as long ae he stayed with the wait te which he had 
&® certain amount of loyalty. 


BRIGADIER GENMRAL MARTIN: Do you favor a more specific rotation 
peliey than that used during World War II, where it wae left more er less 
to the various theatres and lower level surgeons? 


MAJOR GYERAL EMNHER: I do. I think the assigument of medical 
officers within a combat unit which precluded their r@lief vithin a 
reasonable period ef time is one of the reasons vhy we had some disaffec- 
tion. I noted that even after the war was ever these medical officers had 
been denied any chance of professional advancement. They were still beiag 
denied refresher courses or assigment te major medical installations 
when they could very easily have been replaced by ethers whe had had 
these advantages. 


Rotation of assiguments were not afforded. Many junior officers 
were kept in general hespitals, in many instances whem they could have 
been very easily spared. They went through the whole war in some base. 
There should be proper assignments. I% is an improper assignment te 
take an elder medical officer who is well qualified professionally and 
give him an assignment as a battalion surgeon. That is a young man's 
game. In many instances I would find battalion surgeons of 45 carrying 
on a job, bat they certainly had physical limitations that the younger 
men wouldn't have had. They were not being used to the best advantage 
ef the service. 


There was restriction om professional initiative. That is another 
complaint, particularly of the younger men, because they had te adhere, 
in application of their professional activities, to concepts laid down 
by either the Surgeon General's Office or by some lecal chief of the 
service who was insistent that a hernia operation be performed his way 
rather than letting the individual perform it in the way he was accustes- 
ed and using his own initiative, with equal good results. They resented 
what we might call this professional reginentation. 
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Another complaint wags delayed promotions. I think we mentioned 
that before. Our system of promotion, to my mind, left consideradle 
to be desire’, So much denended upon where the officer hannened to 
be and whether or not he was »articularly in the hich esteem of one 
who wag enoable of getting him the promotion, 


BRIGADIGR GUTRAL MARTIN: In view of the pres ent move to re- 
place nany medical officers, eszecially in those kssignuents in the 
hospital where they do administrative work, by MSC personnel, many 
of whow will hold advanced rank -~ will this vrocess add to the dis- 
‘affection in stymieing the promotion of medical officers within that 
unit? 


HAJOR GENCRAL KENNER: It shouldn't. It shouldn't if we establish 
for all key positions, for all pesitions of responsibility, certain 
grades that the individual officer occupying the key position will get 
immediately upon his assignment to that certein position, Promotion 
*heretofore has depended upon a lot of factors that are not conducive to 
high morale. 


Juring the past war an officer was eligible for promotion in the 
next higher grade after he occupied the grade for a certain period of 
time. But that didn’t mean that he got it. It did mean also that 
sone officers. go t their promotion who did not perform the duties 
commensurate with the higher grade, 30 there were inconsistencies 
there which reacted unfavorably. 


In view of our shortage of medical officers in the Armed Forces 
we shouldn't have a medical officer doing any job that does not require 
g medical officer.- 


BRIGADIER GENBRAL MARTIN: In that connection, recent lezisletion 
permits the vermenent renk of nurses, many of whom are in hich grades 
within the hospital etructure. Yn your opinion will that add to the 
disaffection among the mefical officers, especially the junior group 
who can never attain comparable grades sept the nurses hold by matter 
of assignment? 


MAJOR GENMRAL KEMNNR: I think that is one of the biggest mistrkes 
that we made, In the first nlede, the interne considers a nurse more 
or less subordinate to him, That is funiomental in the medical profession, 
That has been my experience, And to accord nurses nctunl renk, whetever 
interpretetion you may svply, convays 2 certsin eommend responsibil ity 
which I believe is certainly detrimental to the morale of the medical 
officer, 
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(Off the record) 


Another thing that I think has created a point of diesention is 
the creation of a schism within the medical corps as between the 
specialised medical officer, who is being placed in a preferential 
Glass, and the administrative medical officer. 


I think, as we all know, it was vroposed before Congress to give 
the specialist a 25 percent increase in base pay because he was a 
specialist. Phe fellow who had been denied a chance to be a specialist 
because of assignment over which he had no control, with field medical 
units, felt that he was being relegated to more or less an inferior 
category within his own corps. That is another reason why I propose 
this military surgeon specialist MOS. Then he, within his own right, 
tecomes a specialist and gete more pay than anybody else, which will 
attract a lot of your yeung medical officers for service with troops. 
I think that is one way of procuring more medical officers. 


If this young interne coming into the Army goes through a medical 
service school and the infantry school, or a combined Army school where 
he gets knowledge of the tactics of war, and then he goes on to 
Leavenworth and the War College, and so forth, and he knows that his 
promotion depends upon his MOS, as he earns his MOS and gets assignment 
to higher echelons and is on the way up, he is willing to etay with the 
aray. The other fellow who likes te pursues a specialist course, when 
he attains everything that he can attain professionally and the recognition 
that goes with it, is much more prone to resign from the Army and go out 
fate civil practice than this fellow who specialised in military medicine. 


Now in general there sppears to be considerable difficulty in 
obtaining doctors for the Armed Services that will eventuate in an in- 
ability of the Medical Corps of the Armed Services to meet their com- 
mitments. The appreciation of this situation is apparent te all. 


The solution of this problem may be approached from several angles. 
a. The reduction of commitments by: | 
(1) Not assigning a medical officer to any duty not requiring 
a medieal officer, which is capable of being performed by an officer 
of some other branch of the service; é 
(2) Transferring cases with no military potential to the 


Veterans Administration, or other facilities as soon as determination 
of the non-military potential has been made, which should be apparent 
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very early; 
(3) Withdrawing privilege of medical care to civilians; 


(4) Training nurses and M30 officers in the performance of 
some professional duties now requiring a medical officer. There are 
@ lot of minor functions of a medical officer that a nurse of intelligent 
individual may be trainéd to perforn. 


(5) Adopting administrative measures designed to lighten the 
lead on major medical installations. We should have an administrative 
precedure that will accelerate the return to duty from general hospitals. 


We all know that general hospitals in some cases have patients who 
do not require the facilities of a general hospital in the first place, 
and that there is administrative delay in returning them te duty that 
would not occur if the individual were hospitalised in a station hospital 
servicing his unit. 


(6) Acceptance of patients from one Armed Service inte hospitals 
of another. That is, the Navy having a hospital with plenty of empty 
beds would aecept patients from the Army or Air, and the other way 
around, 


(7) Assignment of medical officers of one Armed Service to 
medical installations of another in a temporery duty status under 
certain circumstances. If you have a balanced staff in a hespital that 
has few patients and the Kavy, for instance, has requirement for an Mi? 
man, and you have a couple in your Army hospital, why may not the aray 
medical officer be brought into the Navy hospital on a temporary duty 
assignnent? : 


(8) Utilisation of civilian medical installations on a per 
diem basis with limited bed credits. 


(9) Utilisation of medical reserve officers for physical 
examinations and dispensary care for small elemente by calling them 
to setive duty in their places of residence, or authorization to permit 
the President to call any medical reserve officer to active duty who 
has had less than 6 months continuous active duty. The emergency is still 
on. The reserve cannot resign his commission during the present emer- 
gency. He may later when the emergency is declared off. 


bd. Subsidisation of medical education as a long range preject by 
commission in the MSO and school assignment of superior graduates of 
premedieal colleges. Whether we may establish within our structure, 
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notably at Yalter Reed and Fitssimons, the Army medical colleges that 
will meet the requirements of the AMA and also meet the, civil re- 
quirements for medical colleges, and have, as West Point hae profeseors 
with ep oropriate rank, or some other way, is something I don't know. 

It seems to me that is one way of securing medical officers, because 

the lad who is so educated signs un for five years. If he ie in excess, 
he is then placed into the reserve. In that way you will be getting 
superior young men who thereby would be serving the civilian communities 
and the Army. You are building uw a pool of trained men who have had 

9 years of military life. Those who do not desire to make the Army their 
career after this give years of duty can go into the reserve pool. There 
are a lot of young men who would like to study medicine today but who can't 
afford to study medicine, 


There is precedent for this in both of our Service Acadentes, in the 
Navy end the U. S. Army. If the Government can afford to educate line 
officers for service in the Armed Forces, it certainly seems to me they 
may elso afford the education of medical men. That is a long range policy, 
and it would take some time to build that uw. However, if we had start 
ead it two years ago, as 1 once proposed, we would have been two years up 
on it, and in another two years we would have started to get some results. 


c. Urafting of doctors won graduation as an immediate project 
vefore they have established themselves in civilian communities, to 
include ROTC medical students. 


That vill probably be ecceptable to doctors in that category if they 
were assured of interne and residing training. They get that training 
usually at their own expense, and here the Government is offering them 
that training, They would therefore relieve our general hospitals of 
some 07 these requirements for Regular officers, 


I think that is all I have gentlemen, I am sorry I have kept you, *"*#¢9 


eee 
~ 


(. TOK. Pohl, Celenel, MC 
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REPRODUCED FHOM COHMENTS BY AIR FORCE MMODICAL DEPARTMENT OFFICERS, ANDREWS FIELD, 
TO COL. L,£. POHL, KC, AS PROVIDED INFORMALLY KAY 20, 1948. 


eovever L. “fhe aveve are only a few of the outstanding imadequacies in the ad- | 
ninistretive control of the average station hospital and I believe the resultant . 
is the obvious lack of interest shown by Yorld War IT ASTP Medical Officers and 
Junior Mediccl Officers in any military service what-so-ever. 


The smuAll military hospital, subject to a multitude of non-medical 
policies and regulations cannot compare with the civilian hosvital, vhen left 
as a tatter of choice, especially to a dector who has been trained in an atmoe- 
phere of professionnl ethics. The military can and dees break tiie code of 
ethics in the simple procedure of forwarding clinical records. Olinical records 
mast hers a reports control symbol, as swch mush be processed through Statistical 


Control officers and Message centers, *#eeeere® 
Aho, 0 


THUE COPY EXTRACT OF INTERVIEY WITS BRIGADIZR GEWERAL JOSEPH BE. BASTION, MO, USA 
(RETIRED) OF 3 Kay 1948, 


Soesee L, ‘fo me, it's hard te say. Actually I haven't heard of much dissntis 
faction. They sre getting svorything under Heaven. This is off the record - 


BRIGADIZ= PLEFRAL BASPIOUs Yor know it, too, that betwaen the firct 
and second world wars there grew up what might be galled general hospitel groups. 
If the younger man wis not able to get into those grouns~ and not only wae 4% 
prefessionally ~ why he was on the outer circle and lest out professionally during 
his whole carsear. Right now the dicsatisfaetion — I don't know what it is. Let 
me gay off the record -- 


BRIGAVIEN GENERAL BASPION: Dissatisfaction in any medical group ~ | 
don't know what you would call it in the Havy or Air Force, but thot's what I 
mean - can be greiutly eliminated by the attitude of the commander, the medical 
commander, Therefore the training of our officere, field effiesrs - you esil 
them flag officers, don't you, Admiral? 


BEAK AUHIRAL ANDZHSOX; The flag officer is the same as a general. 


BRIGADIER GENEAL BASTION; Wo, I mean along about majers, or liext- 
enant com anders, up in htere - 


RRAR ADMIRAL AWIERSG?; I don't know that there fe any particular torm 
for that groun. They are simply eenior officers. Junior efficer goss un to 
lieutenent coamander inclusive, and senior officer is above that, and the flag 
officer corresponds to a general. 


BRIGADIER GEHERAL BASTION: Their training, because they are the oncs 

_ that are going to have these groans when the big emergency comes, should be tovards 
doing away and seeing that these dissatief:ctions don't occur, and it's a ense of 
leadershiv. That's the whole anewer. 


REAR ADMIRAL ANDERSOF: There is another anestion hee thet I would 
_Adke te ask, if I may. Daring the war in the Army there wers promotions of 
efficers who were attached to orgonisations where the #/0 called for an officer 


(RBTIRAD) Ou 3 May 1948, 


Se ee A INESIRIGTED oe 
PRUE COPY RXCKACT OF 16 Warn BAIGADIGR GENERAL JOGKPH B, BASTION, MO, USA 


BRIGADIZ: GEHSKAL BASTION; Yes, sir. 


BEAR ADMINAL AHDERSO#: Aad the officers were promoted to P1411 those 
vacancies. in our organisation we culled those premetions spot prometions. With 
the Hevy ths spet promotion held only #0 long as the officer Beld tat position, 
Were be transferred to seme other duty, he lest his prometion, Yeverthelesse, 
4t caused a good deal of dissati«fection. 


Do you beve any suggestion as te how the aystem of promotion can be 
modified to svold dissatisfastion meng the officers that are not furtunate ia 
gevsing promtion? : 

BRIGADIRE GRIORAL BASPION: 2 don’t think you ever can have it. 
are going to have it, air, no matter what kind of a eyetem you hare, dat 
be so fair - there egein the men in the higher echelons suct be as far as humane 
ly possible to be in all these promticne. 


F 
gf 


Bow, if I were promoted because of your spot prometion,2 would resend 
&t @ great deal to have te be demoted just tecsuse somebody wanted to seve me 
somewhere ani if I stayed at that place I eould held it. Om the cher hand, ia 
geome groups where they were promoted becense of - vhet do you call them - Yae 
cancies where they had no regular 7/0, that was a ease mostly ef selection in 
putticg in the nates, and you had dissatisfaetics there too. 


I don't tmow, sir, You are going te have it enywey. damen gets pite- 
moted over Smith and lirs. Suith resents it end she telle somebody eles, and se em . 
Gown the line, tells the Senator, or somebody, s@ the omly thing yor eum do ie 
make that premotion bucihess as fair as it can be, the whole group, and see thad 
&¢ works out according to the regniations, and so forth, with ze faverition. 


BPIGADIER GRETRAL MARTIN: es the commissioning of nurses, cad other 
females, in the WSC and the WAC added to the dicaffection of medidal affiesre? 


BRIGADISR GENURAL BASTION; Well, individusls, 1 would say, to seme da- 
gree; Wet ac a group, I wouldn't say such. Az far as my persoyal experience 
was Goneorned, I saw very Little of it. %% could happen, and all the other things. 
Boyever, vith the commissioning of the femals personnel in the Medical Depart 
went, Idd observes that the WAC'’s would avsume responsibility and Sake direct 
charge of whatever duty they vere given, whersas the nurse shrank responsibility 
end did mot want to teke any reepensibiiities of her ecoumiasion wiless she was 


forged to fo so ~ except 2 few older regular nurses, *oess4 | 
: “ fas 7g BG 
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TRUE COPY (Extract Ltr Quinton ke Sanger, #JVED, USN, 15 April 1942) 


went Young reserve officers complained that they received inadequate internship 
trainings it was held that if such officers were enabled to study vatients 
after acuission to a hospital that clinical interest woud be increased and — 
morale inorovede Internshins in Navy hospitals in 1945 were claimed to be 
ee Immrovement would induce more medical officers to remain in the 
lavye 


It was oro .osed that there should be an automatic 25% increase in base pay 
for nedical officers who have the ability and initiative to qualify as diplomates 
of Specflaty Boards. This pro osal was made in 1945 and also of course it: L347e 
it was recan-ended that a Uielsmate be comm'ssioned at a rank no lowsr than 

iteutenant Can ander. 


The "run ing mate” system which ties the medical officey entering the Navy 
to the lowest man in the Annapolis class three years previcus, was criticizeds 
The medical officer has had nine years education and the comparable line officer 
seven yearse 

x It was suggested the running mate system be abolished, and that the hiedical 
Corps be » rmitted a separate linting of ranks based on wai cei and length 
of servicee 


It was claimed norale suffered when an officer was passed over for promotion 
because of restrictions based on percentages of “the line." 


It was contended that the Selection board system of promotion encouraged 
favoritism and stifled initiatives +t was suggested that the plucking system 
sh.ld be revised to "select out" rather than "select upe” 


it was sucrested that the crivilege of voluntary retirement on two-thirds 
pay at the end of twenty years’ service be extended to the Kedical Corps. 


A navy ‘medical officer's >requisites comsensate in a considerable degree 
for the iigher pay of civilian doctor, However, his retirement cay ceases 
at deathe it was recom-ended that consideration be given to the nmreed for an 
optional joint survivorship system of retirement naye In some cases wives of 
officers who died shortly after retirement are on navy relief. 


Doctors entering the Navy claim they have no assurance of an orderly rotation 
of duties, and sometimes are given too large a share of the "SCUG*works 


It was suggested that the young medical clficer te given a more specific 
outline of duties and assignments which he may expect during the first few 
years of service and that steps be taken to ensure that so far as possible, . 
such assurances be oars ied oute 
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1. There is a predominant thought and universal desire exe 
pressed in the hope for realization of the fact that conditions of 
future warfare will be radically different from those as preveiled 
during the past war. A comnuent that “epparent correction of some de- 
ficieacies of World War II may open the door wide to more serious de- 
ficiencies in the next war*® is deemed appropriate for repitition here, 


2. . The supporting data reproduced for reference under this 
project's title has been limited and it is also in wide variety of sub- 
ject content. It was felt that the subjects originally outlined and 
for which information and comments were requested, allowed for ample 
placement of practically all desired material and would facilitate 
ultimate breakdown as hac been done, for use as supporting data and 
with the most possible appropriate subject assoe¢iation. As a conse- 
auence, miscellaneous ¢omments and varied, sometimes repetitious ma- 
terial, are included under this heading. These include: 


a. Assignment and promotion difficulties of the Hursing 
Corps of the Navy. 


bo. Difficulties of the Army Bursing @rps in regard te 
uniforne. 


c. Eatablishaent of armed Forces basic Medical schools 
for peasetine needs and the cest thereof conpared. 
with that required to train pilots. 


a, Appointment of civilians to committees now dealing 
with various aspects of the Medical Services of the 
Armed Forces. 


®. Streamlining of Medical Seetions of less important 
commands, 


f, Weed for adequate planning and readiness to deal with 
problems of civilian defense which will ariee from new 
methods of and total war, 


& Requirements for adequate intelligence information on 
medical matters from various countries where such in- 
formation is not now available, 


3 3. ‘The development of top offices with, simply stated, the 
maze of paper work associated therewith as evolwed during the year. 
1939=1948 has extended ite tentceles from varied Government activities 
into all Medical Departzent echelons. As a part of the Military Estab- 
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lishment, it ie firmly believed that an abrupt about face in the matters 
of statistical control elements through all levels and a concerted unified 
reduction of reports, paper work and artificial offices is most urgently 
indicated. During the war in many instances it could be truly stated; 

"the unit accomplished its mission in spite of the existence of interfere 
ing and top heavy higher agencies". Ability to conduct defensive warfare 
without major hysterics and by decentralized simplified authority based on 
appropriate standard operating procedures should be a major goal in the 
edugetion of the Medical Departzent structures and in fact, it ie believed 
should be cohsidered by the other branches of the Military Establishment, 
Centralized control with multitedinous reports and complex procedures will 
result in mass confusion and impotency as a result of a direct hit by one 
atouic bomb. Now is belie ved to be the time to plan and if possible estab 
lish self sufficient medical echelons capable of ascuming full operational 
control for such action demands for which they may be called uwoon. World 
War II, medically, was in large part, original holding action followed by 
multicle objective large scale offensive warfare, The ability to fight 
another war under such favorable conditions should not be considered certain 
at thic time. The thought "defensive warfare" is repugnant to a victory 
imbued and educated people and is therefore better contemplated only to 
insure that as such, it ie conducted as an adequate "holding action". Die 
persion of industry, populations and of military establishments is believed 
~ to be & major requirement in the event of total war. The Medical Depart- 
ment should make an all out effort to adjust their thinking accordingly. 


4 One of tre factors which must be considered as falling within 
this field concerns the utilisation of service medical personnel and faci- 
lities for the care of civilian populations of occupied countries during 
and after war. In World War Ii it was an accepted practice to care for 
civilian injured in the Combat Zone. The Military Government organization 
was designed to embrace medical matters in these countries. That it worked 
under great difficulties is well known. On the Field Army level it was 
organized with a complete staff including medical and operated as a general 
staff section. This did not affort the Chief Surgeon of the Army control 
over civilian medical mattere in his zone of responsibility. It in practice 
led to the necessity of taking over critical situations that could not be 
handled by the meager personnel of the Military Govermmakt Section as each 
crisis arose. This indicates the need for a thorough study of the system 
used during the war in an effort to evalucte its soundness on experienced 
factors. It has been suggested that gil medical matters in any specific 
area should be placed within the realm of responsibility of the Chief Sure 
geon of that area and that his staff should be implemented accordingly 

to care for civilian needs. Tnis practice would have obviated the instances 
where conditions forced his intervention in this field in order to protect 
the health of the troops as well as provide some merciful attention to the 
helpless. 


5. Certain attributes of Navy Department General Order Ho. 245 
dated 27 November 1946, have been pointed out as being most applicable to 
the Command and Operational Procedure most adaptable for the larger medical 
installations of the three Armed Forces. Paragraph 3 defines Command as 
_ the “authoritative direction exercised over a wit or individual...... in 
all matters,.......not specifically exceoted by higher authority and is 
commenturate with the responsibility imposed", It continues and includes 
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the following four components of Command, with responsibility in each 
component commensurate with authority and each containing the authority 

to make appropriate inspections: (a) Military Command......,suthoritative 
direction, (>) Coordination Control.......%o insure adequately integrated 
relationships.......,(¢) Management Contrel......direction exercised, in 
other than military mattersz,.......; in routine administration and control 

of ite locrl operating functions; (4) Technical Gontrol.......specialised 
er professional guidance exercised by an authority......in technical matters 
that have been assigned to that authority. Gontinuing, sach activity is sone 
sidered subject to the exercise of one or more. of theee components as may be — 
designated. In general, the designation for Military Gommand and Goordina- 
tion Control are deemed properly to be ef thé area or local Gommand. Desig- 
nation for Management Contre] and Technical Control is believed usually 

best concentrated te the higher technical echelon. It is believed that 
further study in this regard as applied te Army and Air Force Hedical 
echelons may'be of considerable benefit for future definition of respen- 
sibilities and authority. 


TI, QOuGLUSZOuS . 


1. That the wide variety of subjects included in this category 
do not justify a specific conclusion for each at thie time. Many are 
mattérs which can be fully satisfied by independent Armed Forces Medical 


Department action, 


2 That the sources of information regarding things of military 
medicai significance in moat areas of the world are very sketchy and not. 
current, That there should be a Medical Section established which should 
in peacetime seek out and keep current information as to the true status 
of all conditions which pertain te heslth and medical facilities in all 
foreign nations. 


ilk. 


1. ‘the establishment of a Medical Section in the Central Intell- 
igence of tho National Security Council composed ef suitable experts te 
secure and have available in useable form Nedical Intelligence of a giobal 
nature. 


RESTRICTED 


784 


RESTRICTED] 


TRUE COPY EXYRACT OF REPORT OF INTERVIEW WITH COL MARY G. PHILLIPS, ANC, 27 Apr 48. 


eeeees M. "One of the problems of paramount importance which was probably the mont 
persistent problem during the war and which has continued throughout the past year 
is the matter of uniforms. Ho eutdoor uaiform was available ia sufficient quaati- 
ties at the baginuning of the emergency to meet the aeads of the rapidly expanding 
Aray Hurcse Corps. Surses were brougut into the service and assigned directly to ex 
isting operating hospitals, or were brought in through the affiliated units aad 
assigned to installations for purposes of training prior to shipwent overseas. That 
period of ase t to these various installations varied from two weeks to over a 
year. It wasn t until oar basic training centers were sot up in tue latter part of 
1943 that there were established ceaters from which we could equip nurses. So, up 
to that tine, the aniform equipment for nurses, for women of tue Medical Department, 
was on a wail-order basis. ‘The fist fivetiousand nurses that ware brought into 

the service were handled through the Surgeon General's Office, and the sizes of 
dlothing for these people vere recorded by the Hursing Division. The list of sises 
was sabmitted to the Quartermaster in the hope that thay would use that as a basis 
fer setting up their size requirements since the grow of women that were being 
brought into the Medical Department were within a certain age group and had to meet 
Gertain physical requirements as to heicht and weight. Instead, I understand that 
the Quartermaster General's office used size tariffs supplied them by the National 
Silk and Suit Company, and the result was that they stocked many sizes that we could- 
n't use and there was a very great shortage of the necessary sises and e great over 
aupply of the larger sises. 


The rapid movement of personnel overseas did not allow time for the 
necessary requisiting ef clething from the Quartermaster, then shipment te the 
post, and the equipment of warses. So, I know from personal experience that 
many nurses went overseas with probably a scarf, a pair of gloves, and a fev 
pieces of civilian clething that they brought with them. It took months for our 
personnel to get their complete authorized uniform equipment, and many nurses were 
éeparated from the service after one or two years of service without ever having 
received their full authorised issue. Until a suitable uniform fer tropical areas 
wae made available, murses in tropical areas vere sweltering in winter uniforms; 
and, at the same time, nurses in Burope and Africa were suffering from lack of 
adeqtiate warm clothing. 


Our difficulties, as I say, have bean right vith us through this year, 
particularly in the supply of our hospital uniform. The sale ef that uniform 
was not restricted to the personnel authorized and required te wear it. Gonse- 
quently, ip overseas aress and in some arene at home, civilian personnel could 
buy it, which would result im depleting the sises our people needed, We found 
eur nurses in very tattered uniform. We had te appeal to the Guartermacter and 
the PX to help straighten that situation out, to put in emergency requisitions, 
wat I still find, when I make visits, that they are experiencing trouble. ow, 
with the authorization of a white uniform which will allow the nurses te par- 
ehase directly from civilian uniferm companies as we did prior to the war during 
peacetine, it may take care of that situation. 


It wasn't uncommon during the war to experience difficulty in ebdtaining 
preper shoes; and, when I was in the office during part of theaergencty, I answer~ 
ed frequent calle from Congressmen end families wanting to know where they could 
get coupons by peng shoes for their daughters overséas and wanted te know why 
the Army couldn‘t those items availabie. 
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TRUE COPY (Extract Ltr Nellie Jane DeWitt, Captain (NC), USN, 29 April 1948). 


tH"A senler murse corps officer should be assigned toe ach District te 
act in an advisory capacity to the District Medical Officer in matters pertaining 
to the nursing service of the District. 


Rank distribution, and status of reserve nurses on inactive status should 
be considered carefully and equitably adjusted before an emergency arises. 
The mmber of Commanders and Lieutenant Comnaniers presently allowed is not ade- 
quate to cover the top nursing billets in naval hospitals now in operation. 
It is recommended that. legislation be initiated now to remove the restrictions in 
the ranks of comander and lieutenant commander in the R gular Nurse Corpse 
Unless adjustment is made in the present rank structure @ detailing and local 
administrative problem will result in the event of mobilisation of reserves on 
inactive statuse Under the system now prevailing mrses on inactive status in the 
reserve corps who have been issued permanent appointments in the rank of lieutenart 
cummander,. if assigned to active duty, would be senior in rank to regular nurse 
corps officers senior in service experience who reverted to the rank of 
lieutenant in accordance with the provisions of Public Laws ¢36 and #361. Another 
point to be considered is that those officers who reverted to the rank of Lieutenant 
Will be required to take a professional examination when they become eligible for 
promotion, whereas officers in the reserve corps will attain the rank of 
Jieutenant commander without being required to take an examination. 


At the present time the method of commuting inactive service of members 
of the Naval Reserve ‘urse Corps is at variance with the met’od followed by all 
other branches of the Navy (officer or enlisted personnel), for these nurses do 
not receive credit for inactive status when an service | for longevity 
and for pay purposes. 


i Sci Giciaee ahead 66 uit nad to 40 nd Ceken bo ddan ee 
Director of the Corps in all matters of a legal or legislative characters 


Nurses should be assigned to the professional duties for which their 
education and training have prepared them. In World War II nurses were assigned 
to duty in linen rooms, and as housekeepers and stenographe rs. 


A list of nurses with special training, such as anesthetists, dietitians, 
operating-room nurses,cic, should be maintained in the Bureau of Medicine and 
Surgery and in each D %, so that the service of these specialists in the 
Nurse Corps may be properly and advantageously utilised, 


_. Because of the limited facilities available at Aabstving, Evacuation 
and Convalescent Hospitals, it is recomended that such hosp italsbe used only 
for the ourpose for which they are nash pierre Bch chajodatedl 
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TRUE COPY EXTRACT OF REPORT OF INTERVIEW WITH COL MARY G. PHILLIPS, ANC, 27 apr 48, @Qng, 


Misinformation as to the need of necessary equipment in overseas aroas 
was sometines given out at the port -- I don't know through whose fault -- se that 
some of our units sailed after items of uniform, such as raincoats and galoshes, 
were taken away from them, They would get overseas in the rain end aud vi theut 
those necessary items, end the overseas theaters did not have the supply to teke caro 
of their needs. 


Failure to rest$iet Post Exchange sale of women's items in overseas 
theatres to American women frequently caused depletion of cuch supplies and ne- 
cessitated the vomen of the service requesting their families to send other nee- 
essary articles. Later on, while the nurses got overseas without being properly 
equipped, uniforms had te be shipped overseas to catch up with the nurses; but, 
ef couree, priority then had to be given to shipment of very necessary war supplies 
and the clothing very often was held at port waiting for a high enough priority. 


In our matter of uniferms which was, as I said, ene of our biggest 
problemas, I think there are going to have to be centers of distribution sét up. 


REAR ADMIRAL ANDERSOH: Do you recommend « uniform system of uniforac 
for all women in a given armed ferce? . 


COLOBZEL PHILLIPS: I surely de. ‘The only difference should be in the 
professional uniform and the non-professional uniform so that the patients in the 
hospitals will know whether they have a profeesional person or one of the non 
profesthenal group. The WACS agree with that, too. But in other matters of uni- 
form, the same, only different insignia. That would do away with ow distribution 
problems, 8¢eseeee RR Oo See ae R 


~ } 
ae | 


LZ. POML, Solonel, NC 
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BXTRACT OF STATLVAUTS WADE BY CaPf. E.R, HBAING, JE., (MC) USW OK 22 APRIL 1948 
AT INTERVIEW WITH SUBCOMNITTZZ OU THE EXPLOYMENT OF MILITARY MEDICAL RESOURCES, 


eeeseoe WH, “This does net refer specifically to A~Bombs, but for any catastrophe 
we should have plane. Yor instance, in the area in which ay station Ie lecated 
we have a few lecal plans. Lact year we had two hurricane alerts, and I had ny 
medical companies ready to go. But it was just local. There wasn’t any author= 
imation for it or any back-up medical supplies other than our combat supplies 
which we normally have. 


In a total war all of us should have definite plans as to what our 
utilisation da this country is going to be, rather than Just over there in the 
target aren,” OveESRED R FD - 


® Bly ienel, 
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TRUE COPY EXTRACT (Letter from Oaptain M. J. Aston (MC), USN 
Portsmouth, Virginia, dated 23 April 1948) 


eeeee “As a medical officer of more than thirty-one years service I 
desire to state my belief that our nation confers no higher privilege on 
its citizens than to permit them to serve in its Armed Forces, as a 
career and most importantly during a time when the very existence of 
our country is at stake. I further consider that the overwheluing 
majority of the medical personnel of both army and navy served in this 
late war with complete fidelity and patriotism, and had little cause for 
discontent when the high privilege of such service was fully realised. 
It is perhaps inevitable that in tines of peace our armed forces come 
in for a varying degree of criticism. Much of thie criticiem in ay 
opinion is unwarranted, yet we are exposed to it and in order that it 
can be held to a minimum, it behooves us to put our house in order and 
to keep it in order, to the end that we may scrve our mation more fully 
and effectively." **ee¢ 


L. K. Pohl, Colonel, MC 
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SRUB BAFRACT COPY (Ltr Capt. E.?. Kunkel, MC, USH, dtd 21 Apr 48) 


seeeeeey, "fhe peacetime procurement of medical officers should be 
accomplished by the institution of armed forees medical schools. These 
echools could be lecated in large cities as Philadelphia, San Francisce, 
and ete. This type of sehoel could be likened to Annapolis, except it 
would be a medical academy, 20 to speak, with the tuition and aénthhy 
salary paid by the gevernment, and graduating the candidate as a lisut- 


enant, junior grade, in the medical corps. *esesees | 


Colonel, MC 
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TRUE COPY EXTRACT (Letter, Rear Admiral C. L. Andrus (MC) USN, 27 April 1948) 


weaew "It is also felt that since the Militafy Medical Resources (Army 

and Navy) in World War II were separately administered in accordance with 
different long standing regulations, policies, standards and practices of 
the respective services it is not possible to suggest certain corrective 

measures unless these basic concepts are reduced to a common demoninator 

in so far as they can te made applicable to tasks and missions to be per- 
formed. With this accomplished it is believed that a single Medical Ser- 
vice would eliminate the cause of many controversial points and result in 


fewer reasons for criticism in regard to the Medical Service rendered our 
Armed Forces," ### porn nc ert 


woe 
Poe 


TRUE EXTRACT COPY (Ltr Brig Gen Guy B. Denit, BC, Surgeon, 13 Apr 48) 


eevee , "7t is a mistake in my opinion to base our future plans on those 
plens -nd polieie: existing during YVorld War 11, That conflict is over 
and, although we gay learn something from the mistakes of the past, we 
may be sure that the conditions of future warfare will be radically different 
from those pertaining during the past war. Future planning should be based 
on the vicualizstion of conditions that will obtain rather than those that 
heve obtained in past conflicts. It has been truly said that one thing that 
we learn from history is that we learn nothing. It appeared impossible to 
get sone people in the Department of the army to wisualize the type of ware 
fare fought in the Pacific. Out past and present teachings with reference , 
to the medical service in theatres of war did not adequately cover the cone 
dition found in the Pacific campaigns. These cammaigns consisted of island 
hopring across vast expanses of water with jungles as the ultimate beachheads. 
Similar conditions are apt to prevail in the future with a probability of 
aubdctituting arctic conditions for Jungle conditions. At any rate it is 
imorobablg that the entire campaign will consist of mass armies meeting 
moss armies in such nunbers az have pertained in the Buropean cempaigne 
of Worl? Vars I and II.* e+e eae 

Riis ee Lt 


Me 
His ‘es COL, es MC 
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SRUR COPY BXTRAG?T (Letter from Dr. Wa. 6. — fopeka, Kansas, 
dated 22 April 1948) 


oneee "First, I want to be perhaps impertinent and strongly recommend 

to General Hawley through you the appointment of several civilians on 

your committee of coordination of these medical services. I do this with 
the sincere belief that some of the civilian medical confreres might have 
major contributions to make to your committee which could sot and will 

not be brought out, in my opinion, when the committee is composed entirely 
of regular officers of the various Services, General Bisenhower repeatedly 
. bae indicated his belief that the military Services must include henceforth 
the active participation of civilians. fo compose a committee of the 
medical officers of only the Services and to exclude the potential civilisa 
members who become 80 important to you in a time of emergency, seems to ne 
to be a lack of faith in these civiliane and their potential contribution 
to the develepment of the military Services during "peace time”, *#9*4 


aee6e%A minor point about court martials at which psychiatrists were 

supposed to appear. Long since we have recognised that if we are going 

to give testimony about an individual that this should be on the basis 

of a "Friend of the court" and not as a partisan witness. This still 
goes on unchanged, "5000 


Lobad 


L. K. Pohl, Colonel, NC 
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TRUE fen (Extract Ltr Janes E, Hix, Lt Cole, MC (Resigned) 12 April 1948) 


, iets T would rather plan for the future that to re 
: hash alleged miatak 
ro Which little can be done » for as I see it the aiestan af the pric) . 
erente Also, 1t would be unusual to have all the facts at hand which 
prompted any given policy or decisione™ tire 


Colonel, MO 


TBUR BATRACT Copy (Ltr Brig Gen Guy B. Denit, XC, Surgeon, dtd 13 Apr 48) 


- eeeee Mw. MAs stated in the beginning of this letter, these are random thoughts 
which occur to me ae I diétate thie letter. There is and cenbe ao easy road 
to success in formlating future policies and plans for the Medical Department. 
Much research, careful etudy, vivid imagination, and persuasive arguments will 
be required before any guins can be made, Gne of the worst mistakes that we 
can make is to attempt to bolster up an old building with new props. it is 
essential that we start from the bottom, dig a fire foundation and build upon 
that a modern structure. I hope, as stated in your letter, that my remarks 
will not be construed as reflecting unfavorably against any individual or group 
of the military establishnent and that they will be kept on a restricted basia. 
It is my opinion that the medical servicer of the Armed Forces did a superior 
job during the late war and were far gbove aost of the other services. However, 
we do not now have and cannot in the very near future formulate plans as 
excellent for future conditions as those w@ had at the beginning of World War 
TI. Time, experience, and theught will be required to bring our new plane up 
to the standards of those we had at the beginning of Wor eee 

eta + ie algae 


— 
ui 


eK. PORL 
Colonel, MU 
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TRUE COPY EXTRACT (Letter from Colonel Robert K. Simpson, USA ss ) 
dated 1 May 1948) 


eeses "(3) Ag to suggestions with the end in view of attempting to remedy 
the defects previously noted: Universal military training in high school, 
premedical training and undergraduate medical education to build up a reserve 
of medical manpower, ‘This solution depends upon what turn politics may take. — 
Whether or not military training becomes compulsory, some system of obtain- 
ing trained and proficient physicians and surgeons for the "regular" or perman- 
ent Armed Forces must be considered, Medical education may be subsidised in 
several ways. Arrangement may be made with a recognized Medical School for the 
education of Doctors of Medicine to serve the Armed Forces, a kind of Medical 
Cadet Corps. These applicants may be selected from pre-medical training on 

© basis of scholastic record, physical standards, aptitude tests, etc., and 
sent through medical school at government expense, the course differing in 

no resvect from the routine carricdlum during the autumn, winter and spring 
months, vut the summer months devoted entirely to military training and 
experience. Interneships could be arranged in general hospitals. The 
trainees would be required to obligate themselves for a number of years 
service, certainly, at least, the number of years spent in training, perhacs 
more. Consider the cost of training an Air Force pilot in comparison with 
educating a physician. The expense of one year's flight training will 
probably exceed the five years training required for the physician. Pro- 
fessional and military training in emergency has been mentioned - svecialised 
training at various centers, military or civilian, for the specialists, and 
special emhasis on cam hygiene, preventive medicine, sanitation, ete. for 
the young general practicioner, with a minimum of drill and military forma 
tions. As to enlisted personnel ~ train a man (or woman) for a certain job 
and insofar as possible, while he is in service, Been him on such a job. 
Promotion should be basei on length of service and efficiency, primarily 

the latter, and not governed by rigid, iron bound tables of organization. 

In a period of emergency the otiginal rank of the medical officer entering 
service should be governed by his age and professional experience. The 

base pay should be increased, to what extent I am not qualified to recommend, 
but at least it should be approximately the same for age groups, if practic- 
able, of emergency officers. Staff assignments should be more "streamlined* 
and less professional talent utterly wasted on more or less meaningless 

desk jobs. Every echelon of command does not have to have a staff surgeon 
with a retinue of lesser lights, to help him “spin his wheels", Junior 
medical officers should be rotated from duty with combat organizations to 
hospital duty, and every encouragement offered to "keep on their toes" 
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TRUE COPY EXTRACT (Letter, Colonel C. J, Baker, MC, Air Force 
dated 22 April 1948) ay Eye 


_ «ree ©3. One other matter which I failed to comment upon 
_ previously, but which has been the cause of much disaffection is 
the methods of handling physical examination reports and hospital 
clinical records. It is my epinion that these reports and records 
should never be given te the individual concerned, but should be 
treated as "Confidential’ and forwarded through medical channels << 
only recommendations affecting the status of individuals extracted 
end forwarded through military channels or given to the indid¢idual .* 


TRUE COPY EXTRACT (Letter, Brig. Gen. James Stevens Simmons, MB, USA (Ret.) 
dated 30 April 1948) 


eanee “However, I am writing to tell you how deeply interested 
I aw in the planning by your Committee, and how important I feel it 
ie to make adequate’plans for military preventive medicine and civilian 
public health in connection with any total preparations set up by your 


*I hope that such plans eg are made for miditary and civilian 
health in the event of a now emergency will be worked out in such a way 
as to avoid the confusion due to shortage of specialized health per- 
sonnel which occurred during the last war, As you know, thie resulted 
in a wasteful competition among the Armed Services and civilian health 
agencies, ? 

"While at the annual meeting of the Aseociation of Schools of 
Public Health in Toronto on April 16, I was elected President for the 
coming year and was authorised by thatAssociation te make contact with 
you and to tell you that the Association will be glad to cooperate with 
you and to assist your Committee in any way in which you think they 
might be useful, The Association is made up of the Deans of the nine 
accredited schools of public health in this country and one im Canada. 

“X hope that during my stay in Washington I may have the pleasure 
ef seeing you and discussing this matter further." ###1# 
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TRUE COPY EXTRACT (Letter, Captain F. C. Greaves (MC), USN 
. dated 17 April 1948) 


*The memorandum on Deficiencies, Operational Errors and Malemployment 


of Medical Resources in World War II arrived 15 April. The request for 
comment and suggestions on the points mentioned will be difficult to come 
ply with in the short time allowed and also in view of the fact that the 
validity of the criticism leveled against the Medical Services is question- 
able or, at least, requires considerable qualification. Certainly no 
criticism can be made against the results obtained by the Medical Services 
during World War II, The successful care, treatment and evacuation of 
casualties marks an all time high in the history of military medicine, 
The efficiency of preventive medicine practices accomplished by the 
Medical Services enabled commanders to successfully carry out military 
campaigns in some of the most disease ridden pest holes of the world,* 


” TRUE COPY EXTRACT (Letter, Dr. Russel V. Lee, dated 18 April 1928) 


svar "Mhile not asked for, some considerations of civilian defense 
must be included in military planning. The likelihesd of atomic warfere 
causing hundreds of thousands of civilian casualties is not fantastic. 
Airborne medical disaster teams should be organized immediately in all 
cities, prepared to fly with hespital equipment to any area subjected to 
bombing attack. Dry runs should be given these teams until they function 
smoothly. Medical students and preemedical students must not be drafted. 
Associated scientifie personnel should also be exempt -- except in the 
sense that every active medical man should be considered as part of the 
war effort and utilised accordingly.” 


+ 
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TRUE COPY EXTRACT (Letter, Colonel Robert E. Peyton, MC, USA 
dated 19 April 1%8) 


"enee2, General, It is recognized that deficiencies in the employ- 
ment of military medical resources did exist in World War II, A great 
mass of the reports of such conditions were undoubtedly in complete 
error. Only people at the proper range to observe and in possession 
of complete knowledge to properly evaluate their observations can be 
regarded as competent to judge many of the reported conditions, Further, 
it 1s neither fair nor sensible te confuse hindsight with foresight -- 
particularly when the information on which hindsight is based ia pre- 
judiced, incomplete, or other than that on which foresight is based. 


*Much of the misunderstanding resulted from a failure to appreciate 
the dynamic situation in an active theater of operations. There is a 
constant inter-play of such factors as time, distance, dispersion, 
casualty rates, distribution of units, shipment of units, evacuation 
policies and the means used for evacuation, availability and priorities 
of unit equipment, availability and priorities on ground, surface, and 
air transportation, the acquisition and development of hospital plant 
sites, the necessity for the provision of reserves to meet either actual 
or anticipated needs, and ever changing strategical and tactical situa- 
tions, Any one of these factors affects the others. The larger the 
theater and the faster the progress of military operations, the more 
important will these factors become. Provided the situation becomes 
static it is possible to approach ideal operating conditions, but even 
a static condition brings in its train many undesirable features; for 
example, the complaint that medical means are not being used to their 
capacity. 


"aunt In the theater where I served five American Armies were 
engaged in a combined operation, which, except for air participation, 
was initiated by an amphibious operation and progressed into a sustained 
war of movement on the continent of Europe.- For the record, I think the 
Medical Department did a superior job. We exercised a degree of medical 
manogement never demanded of any men before us. In all sincerity I 
challenge any men after us to do better. I submit that apparent correc- 
tion of. some deficiencies of World War II may open the door wide to more 
serious deficiencies in the next war, 
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TRUS COPY EXTRACT FROM AIR EVALUATICN BOAKD SPA REPORT BO, 35, THE MEDICAL 
SUPPORT OF AIR WARFARW IN THs SOUTH AWD S¥PA FkOM DEC 7, 1941 PO avGusT 1945. 


esesees H. "The various diseases encountered in these theaters were responsi- 
ble for the loss of many days of flying duty. Malaria was ene of the ontstand- 
ing health hazards to efficient air operations. An excellent aysten of malaria 
control was developed during the course of the war which markedly reduced the 
morbidity rate from this disease, The airplane spraying of insceticsides, es- 
pecially DDT, was an efficient methed of controlling disease-bearing mosqui tees 
and flies. It was the consensus of interested personnel that even more effect~ 
ive reagults would have been cbtained had a special unit been developed for this 


purpose. Inadequate medical intelligence resulted in the failure to teke proper 


precantionary measures in a number of instances, ‘The high gzorbdidity rete from 
disease which resulted, sericasly threatened planned operations. This was 


particularly true of malaria during the early days of the war and scrub typhus .- 


during 1944. Water and food berne diseases were extremely comuon in these 
theaters and becuse of the lack of training of G11 personnel in the basie 
principle of field manitation, the nusber ef man-daye lest from flying was 
frequently excessive. Uiterials and sapplies neceseary to control the dis 
@asex encountered in these theaters were frequently lacking; %o8sees 


tc: G* 
POHL, ‘GORONBL, MG 


CONTINURD FROM ABOVE: 
_M. “Phe effectivenses of the Air Vorce nedieal services in keaping troops 


in fighting condition, in centrast te the Japanese, was one ef the most 
important facters contributing to the defeat of the Japances Air Force. 


Medical Officers in lower echelons were required te spend a disproportionate 
ehare of their time in the preparation of reporta, **4°*%* 
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TRUE EXTRACT COPY: (Zxtract of etatemants made by Colonel Thome J, Hartford, 


pd Pg Rens tig Ae aang rer an sc 
on the Ruployment of me eey Meikert Semereen? 


weit Mm, Tell, only one things I think that we abould exphasias to the 
rest of the Army at every opportunity that «side from purely medieal care 
that ve should te in on the engineer mdical wan, or whatever you onl) it, 
end should educated and available to give staff advices, I think the 
Navy is aheed of us on that, end I ley that to the fact that they have had 
some experionce in wating with the bomb, 


The Tay hes made the decision that the Chemleal Warfare 6 
be renponsiible tar developing the training und doctrines conrected with 
radiological. defense, oxi I am ameious thet wo be included in a rightful 
Slots not to build up any empire in that conmction, but because I feel that | 
we are she reople, along with the enginsers, best qualified to tele an active 


I have got very decided ideas on it, I think the idea is sound. We 
do need modici a intellivence, "6 don't have it to any degrees but that's 
something that might be joint, and {f it wera Joint we could get three nvr 
as moh of §t, I see no exeuse in the rorld why it coulén't be joint, and 
I would like to see mae emphasis placed on it, ani it's cea dec eran ttans 
line, I have found that cut with short experience, 


I worked with them recently eheut e sornth on a partieuler problem and 
they are very harry to get ite They were a bit eruc in the beginning that 
they had it, tt zien they realized they didn't, they were like they elways are, 
very anxious te cot its and I think im addition to the people we put out that 
are purely professional people for som resson thet 4% wocldn't ve bad for the 
ground Pires to econcertrate on it a little bit, and if we could go together 
with the Air Force and javy and eive a little wider COVOTALG, WO roy have all 
the porsonrel cut there/would Like ve if we gould cet some ground fores 
personnel oct there so thet sor stuff thet coms back is worth somthing — 
to somebody thet has to do rlennine pe pet reeéy far the next wary rather than som 
hichly-srecieliced teemicel research thot is f-portan’ but dosen't hel» you too 
mich with the plaminzs, 


Xt would also ike tc make a comment juct to gig these boys a little bit 
that I arcus with every day, that the only plecs we heave any medical intellicent 
peoples are in the eountrier thet we eold cond « radiecran end pet all the 
stuff meiled to us in a mice envelop; end som of these ecuntrics thet are 
porhers not as desirable te live in, but in which we should heve some informe 
tion on, wo don't have anyone, 


I would like to have 4+ go that the ican surgeons pereral eould 
heave some control over 1t because I thin: that they probably have the only 
people thet eold evaluete it. I think we should give evaluated inte 
ttt oe to the central intellicence agency and let them distritut 4% to the 
eervices, but I think 4t should be evaluated intelligence; in other words, 
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eee Min I am not too wel) versed on this central intellicones 
agency~-that is foreign intelli-snos, as I understand it, and that's 
wast I em speaking of, foreign intellivenss in counter-distinction 
to liaison and cooperation which: I think we oan got very easily, 

I don't gall that intellivence, having a couple people ower 4n 
London, I don't think thit is intelligence, You can write and get 
all thet stuff, It's desirable to have them there, I don't mean 
it's nots bat I mean thet isn't intelligence, *#it#t 


RECORBE 


L. KX, Poh? 
Colonel, WO 


TRUER EXTRACT COPY OF MEDICAL SUPPORT OF THE USAAF IN THE EUROPEAN THEATER OF OPER 
ATICES, MESTORICAS SACTION - APTAS, 


wecoeres KH, "Personally 1 feel that no medical officer as such serves any good 
PUrpose on conmdat missions and we therefore risk a eritical item - the medical 
officer - for a very questionable gain, I do not knew your reaction to this 
matter, however, if Plight Surgeons were not eligible for the air Medal the 
 @omBat mission problem would be a "dead duck", ¢eeecess 


Be QL Oy 
: ME oni KO 


’ @RUE BXTRACT COPY (Ltr Gmdr Martin 7. Macklin (HC) USN, dtd 12 May 46) 


eesseree M, "It would be of advantage to standardise the records of all Armed 
Service personnel, officers and enlisted, with recommendatione for the future 
considerations of the Veteran's Administr:tion, his standardisation should 
also include reports, forms, requisitions, nomenclature, — Catalogs, equip- 
ment, eto. 


It would be well for the services to establish a working plan for 
the Huree Corps, whereby the individual's profes:ional training is utilised 
for the bedeide care and attention of patients « rather than expending moct 
of their efforts in olerical work and non professional duties that could be 
performed by grey ladies or other competent workers. Such a plan would also 
act towards solving the enlisted personnel 1 oe aeeeesesers 
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wna! A5 for as atomic warfare is concerned, I can't answer that I 
‘688 any more than any ody aise can, I understand that the zeneral 
concept of planning for disaster relief within the continental Limits 
considers at titis mosent that tre major portion cf disaster relicf 
will .:e conducted oy civilian asencies, Naturally they will look to 
and will need some type of military ,uidance and contrcol, but the 
aried forces cannot he expected to have medical service fur the arnod 
forces and also take care of the civilian pooulatim, too, With that 
in mind I don't believe there will 2e any ismediate or imminent change 
in cur planning. "seer 


(Mt) 10. 4s far as No. 10 is concerned, I think the armed ser- 
viee uedical departments on tle very “izhest level should participate 
in planning for civil defense because even though civil defense I think - 
_properly beLons with the civilians, nevertieless they are :oing to 
lock to the military for cuidance and they are goin: te have to be given 
tuat uldance yy the military. "anne 


» 

"(H) 19, I avree with 19. I think toat we definitely need a 
medical intellisence a-ency. It was certainly demonstrated in the 
vecent war that we needed this information, we needed it badly, I 
think it sixuld be kept up to date at all tises, I don't know what 
orvanization in particular would be most practical, but we certainly 

need some or anigation, "sere 


"hat is your opinion of the advisability of establishing a 
joint armed forces acency ce institution to collect, evaluate, puvlish, 
and disseminate the results of past and current research nd develope _ 
ment in tae fields cf military medicine and surgery and preventive . 
medicine, includin= atomic warfare, biological warfare, and psycho~ 
loical warfare?" Hee 


"T think that's en excellent idea also, I think that the ade 
vantace of training individuals, and further by furnisiiing trained 
individuals for future staff use and ‘indoctrination would be tree 
mendous., I also tiink that the very fact that the institution ite 
self was conducting teaci:ing would keep up their standards and keep 
them on a much gher level by virtus of the fact Bog not only wore 
doin: this work, but wave imarting this infor: vation to other people 
in a student capacity, Sends 
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TRUS COPY ZEPRAGE OF INTERVIRW WITH COLONEL VIRGIL CORNELL, NC, USA, 30 APRIL 1948 


Seoeseess MH, 82 would like to ask your opinion ae to whether the atomic warfare, which 
seens destined to occur in ware of the future, will increase our total medical 
requirements and if we need any special units for this cossibility? 


COLOWAL CORNELL: You wean particularly Aray units in the field or 
general throughout the nation? 


BRIGADIER GENERAL MARTIN; Im the field particularly. 


COLOZEL CORNELL: It hasn't cecurred to me that it would pay te use the 
atom bowb on forward units to any great extent. It might be used over hugh ports 
of embarkatica, debarkation, supply depots, ordnance depots, large airperts, or 
something of that sert where a whole group of bombers could be put out ever night, 
#0 that only at those points would I think that the thing had to be considered. 


It would be of no value to have a special wait there because ve wouldn't 
have them after the atomic bomb expieded. {[ think that is one of our greatest 
dangers. - Qur medical installations, whieh will be greatly needed after the atom 
bomb, should act be where the atom bomb may expicde. They shofid be at least fire, 
perhaps better seven miles beyond what aight be a center. .- | 


That's one of the reaeons I have considered the building of these big 
new hospitals down tewn in Washington are rather poorly chosen sites. I don't 
know that a special team is needed because after all it isn’t the radiation 
effect which we are going te be able toe de antyhing for inmedifately on the 
persons who are exposed. The greatest need is going te be ia preventing people 
from Coming in contact with radiated substanecs. 


4iffieulties, especially with regard to our 


4 


bedy else that needs it nore, 


COLONEL POMLs fhe seme applies with your peniesiliia and these other 
items, wouldn't it, as to their bleed count level; I believe the cotespt is if 


COLOWEL CORNELL: Yes, but I don’t know how cur supply of strepteayeinu 
might be at those times. I think we can increase production of then, bat bleed 
is just something you can get 2c muah of at a giventime and will have just so mach 
om hand. Of course if your atoek of anything oritieal has bewa 4écereased that's 
needed in this whole group of patients, then you hare 


; 
: 


ak wv on by radicaetive 
water and in all-metal containers - but those can te checked over by trained tech- 
mieians, and that gould seem to mo would be suffichent. You wouldn't need « medical 
officer. What yo need is a physicist in charge of such a team. "eeeeess” — 
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ei ue OF INTERVIEW WITH REAR ADMIRAL MORTON D. WILLCUTTS (MC )USH 


seseces H. "Rear Admiral Anderson; The work of the Subcommittee on Euploy- 
ment of Hilitary Kedical Resources is outlined in this letter you received 
from the Executive Secretary of the Committee on Medi-al and Hospital Ser 

‘ vices of the Armed Forces. On the list of subjects given in paragraph 3 are 
those that we have asked te review and offer recommendations that might in- 
prove the medical services. We are interested particularly in improvenents 
where experience in the last war indicated that changes in organization, train-: 
ing, legistic supply, or other parts of the medical service might be improved. 


De you care first te make a statement following this outline? De 
you care to coment on it without questions, first? 


REAR ADMIRAL VILLCUTTS: My comment, Admiral Andersen, first, would 
be that personally I was very much impres-ed with the efficiency of the Hed- 
feal Departaent of the Navy. I saw no deficiences that could not be explain- 
ed on the basis of war, which, as we all know, is always wasteful. YWasn't 
it General Forrest who said that victory goes to the one who gets there 
fastest with the mostest? 


Your subject startled me -- deficiencies, operational errors and 
malemployment of military medidal resources in World War Ii. 1 understand 
that is a broad subject. I am merely commenting that personally I refute 
that as a specific charge aghinst the Armed Forces, @epecially with the one 
I am acquainted with, 


I do not think there are deficiencies. There were errors, there 
was malemployment of military resources, Why? Because we were at war. I 
have no rebuttal or excuses to explain it away. #69s9e80s0 


~ 
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1. This meeting was held at 1415, May 5, 1948, in accordance with provisions 
of Letter, Committee on Medical and Hospital Services of the Armed Forces, 
Subjects Coordination Azong Subcommittees, and Presentation of Subcommittee 
Reports, dated April 27, 1948. 


2. Officers present were Brigadier General Joseph Hartin, HC, Colonel 
Otis 0. Benson, MC, and Colonel L. K. Pohl, HC. 


3. The precepts and terms of reference being considered by the two Sub- 
committees were reviewed. 


4. The following discussion was recorded: 


*®COLONEL BFNSON: This is on research, and it's certainly my opinion 
from attending subcommittee meetings on reseerch that there would seen to 
be rather complete agreenent that the directorships and the direction of 
research in the respective medical services should remain in their present 
forms and status. 


“Some cf the considerations leading to this apparent conclusion sre: 


*}. That each of the research directors under the respective Surgeons 
General and Air Surgeon, with their small staffs, act as day-by-day con- 
eultants tc their chief and to innumerable military officers of their de- 
partment, and act as consultants and informants to many civilians and 
wniversity agencies. 


*2. That basic research eannot truly be duplicated, and it would even 
be desirable if more and more fundemental researches were duplicated prior 
to announcement of the result to insure complete factuality and trueness 
of coneept. 


°3. The Subcommittee would also seem to agree that much closer liaison 
and coordination must be effected in the field of medical developments. 


"4. A final and very conclusive considerstion is that established by 
law is the Researeh and Development Board existing at the level of the Secre- 
tary of Defense. Its legal terms of reference set this Board up as the 
Research and Development Coordinating Agency for the Armed Forces. 


"In the medical field, in ite breadest sense, are two committees, 
Mrst, the Committee on Eedical Sciences, and two, a0 that this is «a ; 
- eontiguous and related field, the Committee ef Human Resources. Thus it is 
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epparent that R&D Board is and will be the Research and Development Coordinating 
Agency despite | any ereneery opinions expressed by military personne] concerned 
with research.” 


« « « OFF TRE RECORD , . 


5. The following conclusions and agreements were reached as a result of this 
neoting: 


a. The Subcommittee for Employment of Military Medical Resources has so 
overlapping findings, conclusions or recommendations which may be considered 
in conflict with those being considered and/or planned fer recommendation by 
the Subcommittee on Hedical Research. 


b. Both Subcommittees are in agreement that need exists for a central 
collection, assembly and dieseninating agency for the instruction of sili- 
tary and civilian (particularly potential military) medical professional 
personnel, of research findings and data of common interest. This is be- 
lieved particularly desirable se as to lessen preliminary training and in- 
atructional periods — for Kedical Deperteent personne] upon mobdilisze- 


, tion and to increase their potential efficiency in event of need for their 
services in either military or civilian status in event of total war on this 
continents ; 

A 
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1. This iisttine: Hein! ae at 1330, May 5, 
provisions of Letter, Committee on Medical and Hospital Services of the 
Armed Forces, Subjects Coordination Among Subcommittees, and Presenta- 
tion of Subcommittee Reports, dated April 27, 1948. 


2. Officera present were Brigadier General Joseph Martin, MC, Colonel 
Otis 0. Benson, MC, and Colonel L. *. Pohl, KC. 


3. The precepts and terms of reference being considered by the two sub- 
committees were reviewed. 


4. The following discussion was recorded: 


SCOLONEL BFNSON: The Subcommittee on Intelligence have completed 
their deliberations and have agreed on recommendations. The final report 
has not been submitted to the parent committee, but the recommendations 
are quoted by virtue of the subcommittee agreement concerning then. 


"RECOMMPNDATIONSs 
*1, That an Armed Forces Central Medical Intelligence Organization 
be established, ~~ 


*2, a. That this Central Medical Intellicence Organization be cen- 
tralised by a Medical Intelligence Office assigned to and operated under 
the Medical Coordinating Board at the level of the Secretary of Defense. 


‘hb, Alternate recommendation: If a Medical Coordinating Board is 
not established, that the Central Fedical Intelligence Organization be 
constituted similar to the organizational relationships of ang Arny-Havy 
medical procurement office. 


y ‘3, That the Central Medical Intelligence Organization be 
by the Secretary of Defense or, as an alternate proposal, that the three 
services contribute to its financial support. 


‘4. That the Director of the Central Medica] Intelligence Organization 
be a medical officer from one of the services and that he be selected by 
the Medical Coordinating Board; thet the military staffing be on a tri- 


partite basis. 


‘5, That the mission of the Central Medical Intelligence Organiza- 
tion be as foliows: To render such medical intelligence service as may — 
be required by each department of the irmed Forces and to other accredited 
agencies. 
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*6, Theat the Central Medical Intelligence Organization stimilate and make 
greater use of the material currently being collected by numerous indivie 
duals, missions, ami organizations beth within and without the Covernment. 
structure; that the Organization be given authority to sénd abroad special 
observers or missions for the collection of information; that medical at~ 
taches he authorized in sufficient mumbers and lecations to assure essen- 
tial coverage; that medical pergonnel assigned to special military missions 
abroad be given an intelligence assignment as pert of their over-all duties 
in the foreign station; that ALL attaches from the three departments be 
briefed by the Central Wediesl Intelligence Organization prior to assuming 
duties abroad. 


‘7, That a permanent and enduring relationship between the Central Medical 
Intelligence Organization and the Central Intelligence Agency be estab- 
lished on a formal basis by directive; that the Central Intelligence Agency 
be requested to perform certain special nissions. 


8, That the Central Medical Intelligence urganization study both the : 
peace and mobilisation (war) ‘job’ and training requirements of the medical 
services for medical intelligences; that the Organization assume a dominant 
role in advising these respective medical services on these considerations.‘ 


e © e OF THE RECORD ... 


"COLONEL POHL: Are there any factors in the subjects listed for con- 
sideration by the Subcommittee on Medical Resources which should be brought 
to the attention of that Subcommittee as of interest te nembers of the Sub- 
committee on Medical Intelligence? 


*COLONEL BFNSON: I believe in our report one place end another thet 
we have covered the difficulties, growing pains, lack of foresight, and 
all that type of thing, impetus by virtue of sise and command position, 
medical intelligence. I think in the final and completed document that 
we will subait that it would have been covered.” 


« « « OPF THF RECORD . « ¢ 


5. The follewing conclusions and agreevents were reached as a result of 
this meeting: 


a. The Subcomelttee for Employment of Military Medical Resources has 
no overlapping findings, conclusions or recommendations which my be con- 
sidered in conflict with those being considered and/or planned for recom- 
mendation by the Subcommittee on Medical Intelligence. 


b&b. The Subcommittee on Employment of Military Medical Resources has 
decided that the establishment of a medical intelligence agency as a soures 
ef global medical information is a very necessary ami immediate step farvard 
fin national defense. Such is recommended for action by the Committee on 
Medical and Hospital Services to the Secretary of Defense. 
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CFFICE OF THE SFCRTTARY OF DYFENSE 
SUBCOMMITTFE ON THR TRPLOYEERT OF 
MILITARY MEDICAL RTSOURCES 


Tuesday, 1 May 1948 @ Room 3D675 e 1330 PeMe 


In Attendances 
' Rear Admiral T. C. Anderson (uC), USN, Cheiraan 
Brigadier General Jos. I. Martin, BC, USA, Member 
Colonel Louis K. Pohl, MC, USAF, Hember 


Appearing: — 


Colonel ¥. D. Graham, MC, USA 
Subcommittee on Sena Services fer Dependents 
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oe « « The meeting convened ‘at 1330 a.m., with Rear Admiral 
‘Anderson presiding . . « | 

ADMIRAL ANDERSON: Our Subcommittee has been directed to 
confer with representatives of other Subcommittees of the Hawley Board 
'@n subjects whose consideration concern both Committees in order that 
our conclusions and recommendations will be in line. Your Subcommittee 
is on Medical Services for Dependents, I believe. We have referred to 
the care of dependents Sa pulls ok a sh denaiee, particularly in 
connection with hospitalization in the Zone of the Interior **# during 
national emergency. We would be interested in knowing what conclusions, 
recomendations, or opinions your Subcoumittee has concerning care of 
dependents during another war, ? 

COLONEL GRAHAM: We had not specifically considered it, 
although P & O have discussed it. We have not made any recommendations, 
nor did we know we were suppesed te. He thought that would be your 
job. We would have te place the restrictions on dependent medical 
care to the limit that they were placed in the last war, which was 
that no additional facilities could be made available and dependents 
would be more rigidly excluded than they had been in peacetime. Some 
stations took care of them all during the war. The decision should be 
a local commander's decision, probably baeed on the recommendation of 
his ehief medical officer. One thing that should be brought back inte 
operation would be the program known as the Fuergency Maternal and 
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Infant Care Program, which would now be in Federal Security Agency, 
which provided for obstetrical and care of infants up to one year 
for soldiers and sailors of the lower four grades. Yt was presumed 
that the majority were inducted inte the service ami therefore their 
hardship would be grester then hardship of those in a higher pay 
bracket. Congress passed a law giving funds for that job which was 
aduinistered out of the Childrens Bureau ef the Cepartment of Labor 
and they used not only civilian medical agencies snd hospitals but 
also military hospitals and there was 2 reiabursement made in the 
case of federal medical facilities being used. The Childrens Bureau 
downgraded the authority to the State Health Depertzents to spend 
the funds allocated to the states by thea. I don't know if that is 
specifically tied up with armed forces but certainly the idea should 
be pursued. 

GENTRAL MARTINe Do yon consider in the situation that 
might erise in the United States in any future wer whether or not 
provisions for dependent care would be more necessary as a result of 
atesic warfare? 
| COLONEL GRAMAN: I would like to onswer that by saying 
it requires two answers. The first is that the static care of 
dependents should be downgraded similar to that in the former war 
and how many dependents we actually have will depend on the size 
of the Army end where the Army is. Static eare of dependents should 
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be offloaded from the medical resources of the military. In the event 
ae © dabeitiradie ich bas 0 te en GG eee Ad ee 
pool of hospital beds remaining no matter who owns them, supports then, 
or staffs then. 

: GENTRAL MARTIN: Would you recommend at this time to ask for 
additional medical resources in the military services for the care of 
dependents? 

COLONEL GRAHAM: Be, Sir. 

ADHIRAL ANDERSON: It seens the problem now that in the case 
of another national emergency that medical manpower will be more critical 
than during the last war. The question of the care of dependents then 
as to whether it shall be done by the military services or by civilians 
goes back to whether there is enough medical talent to leok after then. 
It has a bearing in this wy. That there will be a much more critical 
ecsreity of physicians if they are called inte the service, at least 
an foe ks neler th pinedtiel. tiring Gis tot eactgund It should 
be taken into consideration with the National] Security and Resources 
Beard. They have to have care. Se it te 46 'te dene by the elites 
& proportional number of physicians and medical supplies must be al- 
lecated to the military services for that purpose. In our service, 
at least, the care of dependents wae a great morale factor with our 
personnel. The men overseas received confert from the knowledge that 
im the case of sickness thay would be looked after. Would thet 
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modify your ides of offloading as far:as possible? 

COLONEL GRAHA¥: If we keep talking about total wer, which 
we do, we must then talk about a practical means of total mobilization 
of medical and other means, If we would be able to have « total mo- 
bilization of means, including medical, than definitely the military 
medical group should not be loaded with the care of dependents, but 
the otherwise mobilised medical means should have that job, *## 

I don't think it is well toe take care of thes during wartize. 

GENFRAL MARTIN: The Committee has teken due cognizance of 
many complaints by reserve officers who served during the war and 
most of their time in particular cases, and a great deal of their 
time in other cases, was spent in caring See Sapiadints at MAttary 
personnel. Can we better that condition and prevent disaffection in 
the future? 

COLONEL GRAHAM: I don't know whether we can, but one 
way we can is to withdraw the advantages of civilian practice during 
war from the medical professicn so that they too are mobilised. 

COLONRL POHL: We have considershle complaint in regard 
te these in regard to disaffection - perticularly dentists. I think 
it ie a problem we are going to have to come up with some solution. 

ADMIRAL ANDERSON: What is the conelusion cf your Subcomittes 
with regard to the care of dependents during pescetize. Should the 
service be expanded to include dependents? | 
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COLONEL GRAHAK: From the standpoint of the Medica] Corps 
as a career it is extremely valuable to have dependents as patients 
‘sles sae“ ebb pu lanbi-feus al) ack eens M40, chk toe 
conditions. Frem the standpoint of the service the care of depen- 
dents mikes better doctore. From the rtandpoint of the service the 
care of dependenta iuproves morale, is an intangible monument to 
the low salary of servies personnal. Dependent care is authorised 
by law. Dependent eare should be extended to the full resources — 
available and that can be secured. It is impossible for us to ignore 
the fact that everywhere any of us in the Comittee bas ever visited 
the first complaint is - "I need an obstetrician, pediatrician, ete.” 
If we had other than doctors in sufficient mmber ~ that would be 
nurses and ward attendants - for women and children, I think that the 
doctors could stretch. ** Be could get slong with the doctors we 
have if the tuiget could get us more maids, ete. 

| oo « The mecting adjourned at 2:00 a.m... 
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OFFICE OF THE SECRETARY OF DEFENSE 
SUBCOMMITTEE ON THE EMPLOYMENT OF 
MILITARY EEDICAL RESOURCES 


Tuesday, 11 May 1948 = Room 30675 - 2:30 p.m. 


In Attendance: 
Rear Admiral T. C. Anderson (MC) USN, Chairmen 
Brigadier General J. I. Martin, MC, USA, Member 
Colonel Louisa K. Pohl, MC, USAF, Member 


Appearing: | 
Brigadier General Silas 8. Hays, MC, USA 
Major John Luft, MSC, USA 
' Subcommittee on Medical Supply 


o e « The meeting convened at 2:30 Pele, with Rear Admirel 
Andersori presiding eee 


ADUTRAL ANDERSON: We heve the subject of medical en sone eS 
military campaigns to study and report upon. oe 


GENERAL HAYS: Tot Subecanattbon an Noliténd Supols ak nc ithe : 
Forces did not consider the logistical support in the Theatre of Opera- 
tions. Our Committee report did include a statement that one medical 
supply service overseas was desirable for wholesale distribution. 


ADMIRAL ANDERSON: Hew would the one eaneent owl s service 
be operated? m 

GPNERAL HAYS: We recommended that wholesale distention of 
medical supplies be under the Theatre Commander» i ae 


ADMIRAL ARDERSON: He would select the pertiouer ‘wervice 
that was to operate? 


GENFRAL HAYS: Oe cowl ees tp "utah GF ek a, 
> ce oe The meeting adjourned at 2:35 pome « 0 o 
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SUBOOMMITTER ON TAX EMPLOYMENT OF MILITARY MepIcaL 
RESOURCRS 


Wednesday, 12 Hay 1948, Hoom 32-676 + 1:30 PLR, 
Tn Attendance; 


Rear Admiral. %.¢. anderson (HC) Usit, Chairean 
Brigadier General J. I. Nartin, MO, USa, Men ber 
Colonel Louie K. Pohl, WO, USAF, Member 


Brigadier Genera) Harry G. Armatrong, BC, 
Subcommittee on Aviation Nedicine 


coon Shee naoting gouvened at 1130 7.H., vith Rear Adairai 
Anderson presiding. 


Agreesent was reasoned that the Subcewaittes on aviation 
Hedicine would sake representation relative to developments of im 
proved techniques is the secomplishaent of air tranepert of sick 
and wounded for the Armed Forces, Purther, 14 was agreed that the 
Subcommittees on Tuployment of Hiliteary Medien) Seeources would con 
sider tactie¢al concepts and requirenenta for alr evacustion, 
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OFFICE OF THE SECRETARY OF DEFENSE 


* 
SUBCOMMITTEE ON THE EMPLOYMENT OF 
MILITARY MEDICAL RESOURCES 


7 May 1948 - 1:30 p.m. - Room 3D675 


Appearing: Major General T. L. Smith, DC, USA 
Rear Admiral C. V. Rault, DC, USN 
Brigadier General G. R. Kennebeck, DC, USAF 


e Masumeron, hee 


a 
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Conference Reporting Section 
Reported By: 


ie Bk 
NO, _203 Extension _5167 Room_3C717 


(Copy 4) 
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OFFICE OF THE <ORETARY GF DEFENSE 
SUBCOMMITIEE ON THE EMPLOYMENT CF 
7 May 1986 ~- 1:30 p.m. ~ Room 30675 


In Attendance: 


Rear Admiral T. C. Anderson, MC, USN, Chairmen 
Brigadier General J. I. Martin, MC, USA, Member 
Colonel L. K. Yehl, Mw, USAF, Menber 


Appearing: 


Subcomaittee on Demtal. Metters 
Major Genmcwal T. L. Suith, DC, USA, Chairman 
Rear Admiral C. V. Rault, DC, USN, Menber 


Brigadier General G. R. Kesmebook, DC, USAF, Member 
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» « « Tee meeting of tho Subccumittee on the 
Taployment of Wilitary Medical Resourves convened at | 
1:30 pam., 7 May 1948, in Boom 3D675, with Rear Admiral 
f. C. Anderson presiding .. . 


REAR ADMIRAL ANDERS: I think the quickest vay 
ig to take w these subjects vhere there ie overlapping. 
Then, after we have discussed those, -if there are some 
other subjects on cw agenda that General Smith might wish 
to ccoment on, we can accept those. But the first subject 
that we heve listed here as one in which both of cur sub- 
comaittees are interested is this classification and m~ 
bilization of medical manpower for the armed forces. 

How, I might say very briefly thet cur Subscumit- 
tee, in discusaing classification, feel that an accurate 
claseification recori in the Surgeon General's office, the 
Chief of Medicine and Surgery's office, end the Air Surgeon's 
office, on actual classification record of each officer of | 
the medical department, is necessary for assigment. We 
must know what his qualifications sre and various details 
eonmerning the officer before you can aseign him properly. 
We feol tint this classification should be uniform in the 
three services. We feel that the present Aray ayetem is a 
vexy good one. It my be subject to some modification; 
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but, insofar ae professlomal qualifications are conerne, 
it gives the officer's specialty and grades him in that 
specialty, whether he ig nationally know, of the A class- 
ification, B, C, D, ete. | 

In regard te mobilization, ou Subcommittee feel 
that the services should continue to miintain their reserve 
organizations and that the reserve officers would probably 
be called into service early in case of an emergency, but 
that, in orier to procure medical officers and dental offi- 
cers in addition to those in the reserve, they should be 
obtained through e national registry which would be min- 
tained through the Selective Service systex. There are 
some details about the actual mechanics of procuremmt af- 
ter we have a national registry, bret I don't believe those 
have to enter into it. What we are interested in knowing 
is whether yow subcommittee has discussed these matters 
and ere in agreement with those ideas. 

MAJOR GENERAL S40TH: I certainly am in agreement 
with evorything that bas treneyired here on that of the 
natioml registzy and having it conducted by the Selective 
Service; that is, supervised ty the Selective Service. 

REAR ADMIRAL RAULT: I would like to edd, if I 
may, that I don't think the Selective Service is the place © 
to handle it. I think that's a wartime agonay, ami I 
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think the Natiqul Gownrity Rescmrecs Beard en the level 
which reports to the President would be better then 
Selective Service because Selective Service may go cut of 
Wusiness after any war -- after eny emergemy. Certainly, 
meGical manpower of the cowitry ie 4 natiomi] resource. 

BRIGADIER GENERAL MARTIN: I migit clear the 
entire matter up by aaking you if you favor scme national 
agency to control this axtter. 

REAR AMEIHAL BAULT: fositively. 

‘REAR ADMIRAL ARDERSOH: Mext here is professicml 
ent military emergemy treining programs within the armed 
forces.. 

REAR AIMIRAL RAULE: May I ask something? How 
are we going to classify people? Do you have a code alrwaly 
im the Army? We have talked this ever informally. i have 
hevex seen it. I isnw it's A, B,C, D. I moan, how do you 
determine who falls inte each cinssification? 

BRIGADIER GENERAL MARTIN: ‘That's based upon the 
demonetrated ability and records of the individwal concerned. 

REAR ADMIRAL RAULT: Is there an outline of those 
requirementa in existence? 

BRIGADIER GGEERAL MARTIN: There is. 

Mey I ask you this queation, which 19 the one in- 
volved: do you favor a umiform system cf cleseification of 
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all medical resources within the three services? 

REAR ADMIRAL RAULT: Certainly. 

BRIGADIER GENERAL MARTIN: That's the question 
involved. As te ite type, we have no definite opinian at 
the prevent time as to what it should be. 

REAR ADMIRAL RAULT: I am in favor of it, to 
enswer your question. 

REAR ADMIRAL ANDERSON: ‘To go on to (b), then, 
wailess there are some other questions or comments. 

Ow Subcomaittee have been concerned with train~ 
ing, not as to the partioular subjects of training, tut 
where ani how it should be dome. We have considered how 
senior medical officers could be qualified for staff duty. 
One difficulty encountered during the last war, I know 
from experience in the Facific, is the fact that officers 
were @esigned responsible places on the staffs of commaniers 
without suitable previous treining. The question comes up: 
how oan & sufficient mumber of medical officers receive the 
training necessary to qualify them for staff duty? Then, 
we have diecussed what training is necesemry for special- 
ists, mon already qualified in their specialties. 

The third feature of training is: what training 
is mecessary for officers who are to be asaigned to mits 
in the field? There was 4 deal cf complaint frou 


RESTRICTED 


- 


IRESTRICTED| 


discharged medical officers about the length of time they 
spent in cempe engaged in military treining of persomel 
ami in receiving training theaselves. We have felt that 
medical officers should be called inte the service as late 
as is precticable in order to receive the necessary trein- 
ing for work with unite in the field in an effort to avoid 
lomg duty in camps where they becoms dissatiafied. I. 
think those are staff officers, specialists, and staff of- 
fieers for duty vith troops. 

Ave there other things about this treining progran? 

BRIGADIER GENERAL MARTIN: We are concerned here 
particularly with the dental grow, ani I vould like som 
@iscussion, if you have thought about it or considered it, 
es to what you would recommen’ for military training neces~- 
anny fou dental officers edllet ductus o mokilimtion with- 
out pricr pervice in one of the armed services. First, do 
you believe that it is necessary? 

BRIGADIER GENERAL KENNKBECK: I don't believe it — 
is necessary. 

MAJOR GENERAL SMITH: We haven't discussed that 
at all. We have not gone into it. When this committee was 
called over, my reaction was that you could get it indi- 
vidually, if you like. My reaction would be that very 1it- 
tle training for the professional men would be necessary. 
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For men who have had no service, the younger group partiou- 
larly, should have some field training, coordination, or 
orientation. That, we haven't discussed up to this time. 
But I think they should have some training. 

BRIGADIER GENERAL MARTIN: The next question is: 
do you consider eny professional training nevessaary to men 
without prior military service for militery dentistry ani 
wival dentistry. 3 

MAJOR GENERAL SMITH: If I might qualify that -- 
in certain phases of oral surgery, I vould say, in wer in- 
juries. They haven't had any. 

BRIGADIER GENERAL MARTIN: How long would you say? 

MAJOR GENERAL SMITH: ‘Three months. 

BRIGADIER GIQIERAL MARTIN: Should all be trained 
in that specialty or just certain selected individuals? 

MAJOR GENERAL SMITH: Only certain specialties ~- 
certain selected individuals or where they would be deal- 
ing with that perticular apecialty. The cthers I think 
not. Any disagreement? 

BRIGADIER GENERAL KENNEBECK: I don't dieagree. 
I think that, in the last war, some of our younger officers — 
felt that the military training, strictly uilitery, was not 
too weful to them; and, if ve can keep thet to the very 


wenn RESTRICTED 


| 825 


Ne ee ee eg ey eer Ce a Pe ger eae 


IRESTRICTED| 


BRIGADIER GENERAL MARTIN: Has your Committee -- 

REAR AIMIRAL RAULT: I would like to answer the 
military question, first. : 

I velieve thet cur officers should get some mili- 
tary training. In the past wer, we in the medical depart- 
ment in the Navy tried to train them ourselves. I am in- 
Clined to believe they would do better if they were trained 
in line campo. That was done for all the staff officers in 
tho Mavy excopt medical and dental officers, and I got the 
impression that they had better basic training than ve vere 


‘able to give or were equipped to give. I am inclined to 


believe that those things should be dome within each sar- 
vice because duties aboard ship, sanitation and other things 
might be €ifferent than they vould be in the Amy in the 
field. - 

-(RRAR ADMIRAL ANDERSOY: Yor how long @ period should 
& dental officer be trained? 

REAR ADMIRAL RAULT: I believe two weeks. 

How the professional services -- thet would inolule 
all the sunitation, and so forth, anf have nothing to deo 
Girectly with the militery. I believe they should get sam 
training. As to the length of it, the General suggested 
three maths, end it's probably correct. | 

‘MAJOR GENERAL EMITH: Professional taining. 
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REAR ADMIRAL RAULT: Excuse me -- professional 
training for specialists. I think that may be a little 
long in an emergency, ani for certain groups, perhaps, 
three months would be desirable and in others lesser 
time would be necessary because those people, in addi- 
tion to getting professional training, would heve to be 
' familiarized vith our forms and clerical procedure which 
is necessary even in var. 

BRIGADIER GENERAL MARTIN; I would like to ack 
one more question. Do you favor the subsidization of 
Gental students during a mobi lization or wert 

MAJOR GENERAL SMITH: If I my anower for the 
Committee on that, that has been discussed, and there has 
bean no agreament as a Camittes. 

BRIGADIER GEHERAL KEMMEBECK: What do you mean ty 
“gubeldy?" They are advised to give a certain amount of 
service after being deferred while unfergoing dental train- 

BRIGADIER GENERAL MARTIN: Comparable to the ASIY 
inveked during World War II. 

“WAJOR GENERAL 00TH: I em in favor of some such 
Program, but not quite as extensive. There is no full 
agreement by the Comittee. It hasn't beon in full agree- 
ment ae to whet it is, They have discussed it at length, 


IRESTRICTED 


827 . 


RESTRICTED 
but wo have no comnittee Lamune on that. 

REAR ADMIRAL RAULT: We haven't brought it up 
formally. 

BRIGADIER GENERAL ERNREBECK: How about the train- 
ing of reserve officers in peacetime, the training of the 
officers ve now have? We are talking so fer about when an 
emergency @rises. How ebout the training now of ow’ pres~ 
ent reserves? 

REAR ADMIRAL ANDERSOM: Our Subsamittes 1s inter- 
ested primarily in training for emergency. 

BRIGADIER GEHERAL KENNEBECK: This would be train- 
ing for emergency of the roserve officers we now have, PA 
moan to keep their interest up and keep the reverve going. 
They heve to partially trein people without any training 
ani make them ready when the emergency arises. Has that 
been discussed from a medical engie? 

REAR AIMIRAL ANDERSON: I don't believe we dis- 
cussed Ot all viet training sould be provided for reserve 
organizations, have we? 

COLONEL POEL: Wo. 

BRIGADIER GENERAL KENNEBECK: Wot organisations, 
 partiowlarly the individual reserve, such as fourteon days. 

COLONEL POHL: Ho period of active duty. We have 
Aiovesecd the setting vp of @ central agemy for the 
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collection of material of common interest and setting it uw 
on @ training program with the possible thought of expani- 
ing that further later to having courses which they vould 
attend at such an agency. 3 
| BRIGADIER GEVERAL KENNEBECK: Hae extension work 
been discussed other then active duty for the interest of 
the reserve? 
REAR AIMIRAL AWEERSON; We have had comments for 
end against. Some officers have felt that ordinarily e 
correspomience vourne -- that is whet you referred to -- 
doesn't get you very far. . 
BRIGADIER GENERAL KENNEBECK: It didn't help our 
dentel officers & great deal in the past, frou my opinion, 
in the corresponionse courses, but the active duty train- 
ing is encther thing. 
COLONEL POHL: I think the majority of opinion ts 
against the extension courses G2 we have them avaliable. 
REAR AIMIRAL ANDERSON: This Subcomsittes have 
@isoussed the proposal to organize what might be called 
a Medical Institute. tak end en res ee ce 
Civilian and medical officers, preferably, I think, a 
Joint undertaking, which would assemble information, old 
end nev, incluiing research and efvances concerning mili- 
tary medical treatment. They would present it in « form 
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that would be easy to refer to ard be for the benefit of 

both regular and induc ted medical officers ~~ a reference 
publication, as a looseleaf publication that can be modi- 
fied from time to time, to which we could refer for quick 
reference, particularly in the field where libraries, stc., 
are not available. 

BRIGADIER GENERAL KENNEBECK: I had in mind expanied 
schools, modified for the reserve. It would be a big morale 
booster if dental officers, for instance, in the reserve 
should get a short courge now and then at the Aray Dental 
School. It would certainly sell him things thet he im't 
sold om now. 

REAR ADMIRAL ANDERSON: We have included such an 
idea, that such an institute would not only publish oon- 
crete miterial, including research adyanses, in each of 
the special subjects thet concern medicai anf dental offi- 
cers, but also might be expanded to include resident courses 
for reserve officers. | 

REAR ADMIRAL RAULT; We now conduct. such courses 
for the Haval Reserve at the Naval Dental School in Bethesda. 
We give them two-week courses, take about fifty or aixty in 
the courses at one time, and hold the courses quarterly. 

. Back District fills a quota vhich ve assign on the muber of 
dental officers in the reserve in the District. Incidentally, 
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we have more requests than we can fill for the course, 
showing that it is popular with the people. 

REAR ADMIRAL ANDERSON: It is very emouraging 
when you think of the reaction to the extension courses. 

REAR ATMTRAL RAULT: The correspondence courses, 
aa General Kemebeosk points out, have been very mpopular, 
and I kmow that the Navy is engaged at the present time 
in writing similax courses. I look with & good deal of 
apprehension on their getting into the field and people 
trying tc resign because I think there are 200 hours of 
work that they have to do on them; end, in the past, I 
know thet these resarve groups got one perocn to write the 
anewers to the course, and the rest of them all copied 
them and gent then. x, 


structor for one of those courses in dentistry. In a 100 
hours, there wae an hour or two of interest to the par- 
ticular dentiet. It was me@ical sanitation, problems in 
evacustion, and map reading, 411 rather foreign to what 
the dentist is going to do when he coms into the service. 
- « » Off the wreoord ... | 

REAR ADMIRAL ANDERSON: The next subject is replace- 
ment pools of mefiical departasnt personnel, Ve have in- 
eluted ‘nhs on 6 mie for discussion with your Subcommittee 
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because of complaints that have been mide by discharged 
officers of idleness ané wacte cf talent whilo held in 
@ replacement pool awaiting assignment. Sc«me source of 
replacement of officers in service is necessary, and 
‘the problem is how to have available a reserve supply of 
officers vithout having them idle and dissatisfied in 
some replacement pool. 

REAR ADMIRAL RADULY: I was not aware of any re- 
‘Placement pools that the Navy hed in that fashion. You 
may imov more about thet being out in thet forward area 
in the Yacific, or General faith in the European Theater. 

MAJOR GENERAL SMITH: Replacement pools per se, 
as they are comonly mom, are a waste of personnel, and 
I believe we san handle it so thet there will be ne large 
mmber. Heretofore, there hav been a replacesent pool in 
Brock Army Medical Center for all medical departasnt per~ 
somel. They nerely sign their own papers; they never ar~. 
rive there. They have their aseigument. They have to 
mike an assignment when they are accepted. Their orders 
reach them, ani they go to thely perupnent asaignent. 
Prior to going to an assignment, wmless they are waived, 
they remin in the pool ani are put, in the pool after 
that wiless their assignment hes been made from the echoal 
pricr to their graduation. Thet's the only pool I approve 
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REAR ADMIRAL RAM: May I ask you @ question? 

Do you keep them for some pariod of time? 

MAJOR GENERAL SMITH: They never go there miless 
they are sent there for school -- merely a paper trens- 
acted. 

BRIGADIER GESERAL KEMEERECK: Just keep them on ~ 
the morning report. 

MAJOR GENERAL G4ITH: They are awaiting aseigoment 
end assigns’ to the pool. Thay are called directly from 
home to the active duty station wiless they are called 
there to wait for the begimring of school. Then they axe 
eutommtioally assigned to that pool when completing & course, 
waless they have already arrived for sssigument to station. 

CREAR ADMIRAL ANDERSON: Did you have experience with 
Feplacement pools of dental officers @wing the ver? 

MAJOR GENERAL SMI: Sot replesemsxt pools ae such 
because We were not allowed a replacement pool im the European 
Theater where I served. There, any officer coming in would 
@° to & camp snd walt assigment at that com. Game of them 
referred to it as @ replacement pool, but thay would all te 
assigned to one particular camp to have a place for bMllet- 
ing thom and for hemdling paper work; and, if we got their 
SAmes soon enough, why they were immediately easigued to 
installations; but, if we didn't Imve the advance payers on 
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then, then they went to this camp and wore assigned to & 
pool if you call it that. 

REAR ADMIRAL ANDERSON: That was the situation 
es far as dental officers were in the Pacific. We never 
had enough dental officers out there to make a pool. 

BRIGADIER GENERAL EEEREBECE: I heven'theard many 
criticiass frou dental officers about pools as from medi- 
eal officers. We hnd what we called working pools. If 
we hed sufficient equipment there ani sent a am in, he 
could go right to work while awaiting sssigzment eleevhere. 

MAJOR GENERAL EMITH: On retwm to the United States 
when the emergency wie over and lerge mubers were released, 
they vere actully in pools or redeployment camps, thay 
calleé them, waiting for trenaportation. We had large mm- 
bers, too, im that type of pool, but mot ae a pool for our 
own benefit cther than for transportation. 

HEAR AIMIRAL RAUL: Those vere really discharge 
camps more coe lees. We had the esme thing. I forgot 
the nmewe that we calicd then. 

MAJOR GENERAL S4I%H:. In overseas stationa, it wea 
& otmp, end we attempted there to bave dental officers in 
the onup look after the personnel. It wae actually a vork- 
ing organisation; tut, vhen they arrived at the port of 
emterkation, they were merely awaiting transportation. 
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ROAR ADMERAL ANDERSON: I think that the suggestions 
you have mage are the solution of the replacement pool -- 
namely, that the officer vho 1s avelting assignaent should 
be stationed at some unit where he oan work in his specialty. 
It may result in overstaffing of the hospital of the unit, 
but that has fer fewer @iendventages ther placing him in 
gome camp where he waits indefinitely for his aseigment 
to ccame along. 

MAJOR GETERAL SMTTH: I am taking & lot of time on 
this. One other thing that we hed in the several deplay- 
ment camps that we hed -- we would starf then with two 
Gental officers ac permanent steff, but there would be 
oquipaent for ten or twenty; ami, as they were paseing 
through while waiting at this camp, they were called into 
this clinic amd put to work on their own persomel not 
cuspletely staffed. So, as a sonseneus of the Comitteco, 
ZI would say thet we are against pools as euch. 

REAR ADMIRAL ANDERSON; The next subject we are 
concerned with is redeployment and demobilization of per- 
scemel. Thebh sane aed semplaintie fics meliend offlede 
during the deucbilization period. It was necessary to re-— 
tain them in the service because the sick were not dis- 
charged as rapidly as the troops were demobilized, ami it 
was necessury to have medical officers te take care of 
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petionts even though the forces were being rapidly demo- 
bilized. 

REAR ADMIRAL RAULE: May I add that that exists 
right today? We still have medical anf dental cfficers 
from the AST? and the V-12 program who are being held wm- 
+41 demobilization is over -~ nearly two years. 

o « » Off the record... 

REAR ADMIRAL ANDERSON: Another complaint concern- 
ing demobilization was the rather dull type of duty that 
the medion] officers were called ypon to perfarn over long 
periods of time in the demobilisation centers, ani a aug- 
gested remedy of that situntion has been to rotate medical 
officers fron duty in separation centers to other types of 
duty. In your experience, does this comern the dental 
cffioers? 

REAR ADMIRAL RAULE: Absolutely! Our biggest com- 
plaint was from dental officers who 414 operative surgery 
exclusively, and that applies to pre-mobllisation days, 
peacetime, ami to postwar days. Recently, I put out a 
memoreniwe from the Bureau recommending that 811 of cur 
people be rotated in one specialty cr ancther so tat they 
get aiversified duties, not only for the lack of boredom 
that goes with that, but because of the experiemoe they get 
to operate better when on imleysndent duty. 
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BRIGADIER GENERAL KENNEBECK: het applies, however, 
not only to demobilization, but right straight through. The 
mean in demobilization does the same type of work that he did 
all through. 

REAR ADMIRAL RAULT; That's right. That's the big- 
gest complaint we had from dental officera -~ none of the 
other things you spoke of. I think that applies for all 
three services -- the dull routine that they hed to accom 
plish day in and day out, particularly im the treining oen- 
ters. 

BRIGADIER GENERAL KENNEBECE Being chained to & 
chair doing amlgem eilicates with « continual turnover of 
yetionts, one after ancther, the same sort of work day 
after day. 

REAR ADMIRAL RAULE: However, it ie very @fficult 
to vary that routine too moh because it is the bulk of 
the work that the patients need at thet age when they come 
into the service. I doubt very much if, in the nert we, 
it will be much easier despite the plans you mke. 

BRIGADIER GENERAL KHUNEBECK:; Ninety per cent of 
your work is right in that area, perhaps. 

REAR ATMIRAL ANDERSON; We retumn to (c) -- general 
policies relative to asaigamant of medical personnel, in- 
oo ae 
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MAJOR GHIETML SMITH: In that connection, that pol- 
isy im the planning cf the Amy of professional personnel, 
not only professional but all Army -- once a man becomes a 
Specialist, his career planing is ctteek 16 ek be in 
that specialty. When you transfer hia, you try to keep him 
in the particular line of work thet he is in now. That'e 
Pretty fancy, but unk *6 dhe ouens Wabaive ween 
out the Army for all specialists. 

REAR ADMIRAL ANDERSON; meats ene 6f-the oomplainie 
of many @iecharged medical officere, that they vere assigned 
to Billets where they were not employed as specialists. It 
wes not the policy at all, of couse, to assign them that 
way; but, due to faulty classification records or necessity 
of the situstion, there was a good deal of diasatiafaction. 
The medical officers vere assigned to billets where they vere 
not employed in the practice of their specialty. 

REAR ADMIRAL RAULT: We had that same problem in the 
Dental Corps, wut the necessities are swh that we can't om- 
ley all the specialista in the fields that they would like 
to gst into. Ase TI said before, the age group requires 4 lot 
of fillings and cperative dentistry. Some survey made scme- 
time ago of the dental profession iniicated that 25,000 of 
70,000 gaid they were oral surgeons. We couldn't employ them 
in that ratio in the service ani then have them left fooling 
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thay were expected to do things that wore in the general 
practitioner's field, whereas I know 411 these people 
didn't all specialize outside. 

MAJOR GENERAL SMITH: If you get the rating ays- 
tem, that will take care of that. 

BRIGADIER GENERAL KENNEBECK: The rating systen 
on what the man gays himself hae some things that are not 
tee good. If they could be rated some way hy their own 
state society, you would get a better rating than 4 man 
vould put down himself. You will get at least one-third 
of thes who will say they are oral surgeons if you accept 
that. 

REAR ADMIRAL RAULT: I think it would be necessary 
to vork out -- that's why I asked that question at first -- 
@ classification that will have to be done natiomlly. I 
voulan'’t want to leave it to the state socicty. Maybe you 
have scuething iike a procurement assignment service vho 
‘would collect data that vould be sont to the national office, 
but to leave it to the society, I think, would be a pretty 
weak link in the chain. 

« « » OFF the record... 

REAR ADMIRAL ANDERSON: One other feature about as- 
signment, of medical officers that bas chused some complaint 
is the requirement that ‘nae perform non-professional duties, 
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In & gqwsticommaire which wes addressed to a large number 
of diecharged medical officers by the Bureau cf Bocnamic 
Research of the AMA, the diocharged Army medical officers 
estimted that 37 per cont of their time was devoted to 
Soesecteaeiccal duties. The discharged Navy medical of- 
ficers estineted that 28 per cent of their time was devoted 
to administrative duties. Do you have that difficulty to 
contend with in the assignment of dental officers? 

MAJOR GHWERAL SMITH: A very big difficulty in the 
combat unite. For instance, when thew gc in combat, it 
has been the argument of many line, and I wight say other, 
officers that, during coubat, it a no time to ¢o dentistry. 
4a 8 result, the dental officer had other duties entirely 
in many instences. In the Evropean Theater, actually when 
it was feasible, we took the officer from the unit and put 
him in the pool at headqvarters if he wanted an assignment 
et headquarters, but they would be deteiled where they could 
do certain types of dentistry. They would be running first- 
eid stations and every type of work except the work for which 
they were profeesicmilly trained to dc. I would suy 90 per 
cent of their duties during combat were other than strictly 
professional dentistry duties. 

REAR ADMIRAL ANDERSON: Do you think that's a neces- 
sary feature of the work of the dental officer in the combat 
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MAJOR GENERAL SMITHs Bo, six; only in extrome 
emergency, not routine. 

REAR ATSMORAL ANDERSON: Do you have any sugges~ 
thon @bout how it oan be avoided? : 

MAJOR GENERAL SMITH: Well, you conld have to get 
into gonerelities on that. I would prefer to cite & spe~ 
cific case of & diviaion. We had a division in combat 
where the officers were assigned to anf mull wits. When 
they vere actually facing the enemy or in real combat, thay 
were usually put in firet-aid stations as admission officers 
emi that type of work. As wo have tried to do in the recent 
attempted table of organization, we have tried to take those 
officers out and place the entire grow at division head- 
quarters to be sent cut when and if needed to perform re- 
quested duties. That's one instance. The sawe thing through- 
out the comimt mits -- form groupe or celis of dental per- 
gommel as you now have in the Amy, certain auxiliary sur- 
gioal groups, oral surgery teams, etc., have them go to var- 
ious places and move from the direction of the top level of 
that particular unit in places wherever they would be neoded. 
That would be a solution, and wae 4 partial solution in the 
European Theater ~- not have them agsigned as individuals to 
combat units, but in cells controlled by the headquarters of 
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that particular divicion. 

REAR AIMIRAL ANDERSON: The dental officer would 
perform non-professicnal duties, but under the control of . 
higher echelons. 

MAJOR GENERAL SMITH: If his own orgentsetion vere 
not in a position to receive professioml work, he would 
be doing it on someone else, 3 
: REAR ATMIRAL RAULZ; Im the early days of the wer, 
didn't a lot of dental officers get killed because they 
were put in charge of litter bearers or in front lines, ami 
you lost their professionel services. oe 

MAJOR GENERAL SMITH: Large mumber all during the 
war were killed, That's in combet, Anybody ie liable to 
get killed, but they were mot utilized as professional mm. 

COLONEL POHL: That's utter wastage of manpower. 

REAR ADMIRAL RAULE: That’s the criticias I heard 


of the Army dental officers in the fielé. I den't know 


that this might have happened vith our Marines, too, but I 
haven't heard of it 20 much. So, if they vere sent ashore 
in Guedaloanal with the first wave, they g@merally took 
over some duties that probably should heave boen dome by a 
line officer; but, as a whole, I don’t think that charge 


was leveled at the Navy because we weren't in a position 


to commit the cffenses. 
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MAJOR GENERAL arma: I think that could be oor- 
reoted, as I emid, on the division level, and has, in wy 
opinion, been corrected, Placing all the dental personnel 
at the division level at diviaian headquarters to be put 
out as cells or units vhere they can perform professional 
duties; when that ceases to be possible or precticable, 
put them some place alse because only a amall percentage 
of the personnel of a division are in combat at the same 
time. 

BRIGADIER GPNERAL KENNEBECK: Im the Air Fores, we 
didn't have so much of that because thay flew from great 
distances, ani our people didm't fly with the planes. Our 
dental officers etayed back and were able to work rather 
continuously. Hovever, I don't think ve should have per- 
mmently assigned, to any amll organizations, dental offi- 
cers, not to Air Force groups or Air Farce wings which would 
be compared to battalions or regiments, but have them on the 
top level wuiler the staff dental suwgecn; let him decide 
where they should be utilived. When an Air Force group ie 
in combat end patients are not available, he can pull the 
dente. officers out ami place them in other areas where they 
gam be used. 

COLONEL FOHL:; You plan to use cellular teams from 
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yen ee 


ERIGADIGR GENERAL FENIGUCE: That would be my 
idoa in the matter. 


MAJOR 


RAL SMITH: Im the parachute regiments, 
airborne regiments, dental officers travel right with the 
mx. That's a vaste of professional men because they con't 
take their equipment in the first place and can’t do dental 
work without the equignent. They actually Jumped with then 
during the war or went in on the gliders with theix mits. 
That, I think, should be corrected by the cell at head- 
quarters of the unit and go at such time as they are needed — 
for professional use. 7 

REAR ADMIRAL ANDERSON: Are there any other comments 
about assignment of dental officers? 

BRIGADIER GENERAL KERVEBECK: We didn't mention con- 
sultants & while back. How about plans on consultants, util- 
ization of consultants in emergency to check on and super- 
vise various ingtallations? What is the medical plan on 
that? 
REAR ADMIRAL ANDERSON: Well, the coumenta that we 
have received all recognize the value cf consultants in the 
offices in the arens. They are necessary ani contribute 
greatly to the quality of professional service that ia 
remisred. There hae been some comment about consultants 
at different levels, I think, with the conclusion that the 
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consultants should be attached to high echelons rather 


than have consultants attached, eny, to lower levels 
vhere they are not in the position to renfer service 
over greater eroas, say, 46 & consultant at the Army 
level where he can visit all the units in the area vith- 
in @ consultant's capacity. But the interviews and let~ 
ters we have had all indicate that the consultant is in- 
valuable in the forward area, 

BRIGADIER GENERAL KENNEBECK: How ebout the rone 
of interior? 

REAR ADMIRAL ANDERSON: ‘That applica aleo in the 
sone of interior. 

BRIGADIER GENERAL KENNEBECK: With frequent visits 
to installations, ete. I think im thie last war, as for 
as dental officers were concerns, we bad = few, bus they 
would come into the station, probably stay half a day, and 
attempt to evaluate prosthetic service. Thay didn't get a 
true picture, ami local personnel didn't get mush help. 
They didn’t stay long encugh. Those are the ccaments I 
ect from my people. There weren't enough of them, mor afd 
they come around as frequently as they thought they should. 

REAR ADMIRAL ANDERSON: Are there other comments on 
this? 
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REAR ADMIRAL RAULT:; I would like to say the acst 
critical weobien facing the dental services of all three 
outfite is the leck of trained prosthetic dental techni- 
cians in ow organized reserves. I don't mow how we are 
going to secwre these people or how we ahould catalog 
them. At the present time, they are treining a treuendous 
muiber of them in the United States, and there will be a 
great. excess as a vhole, but it is difficult to grade then 
according to ability as you are trying to do for medical 
and dental officers end other persomel. There should be 
ecme msens of classifying those people and cataloging then 
because they are just as important to relieve the dental 
officer of laboratory precedure so his services can be 
utilized at the chair. 

BRIGADIER GENERAL KENNEBECK: And earmarking then, 
too. Alot of those vere used for other duties during this 
last war. | : 
MAJOR GENERAL SMITH: We had difficulty in spotting 
the man end getting him cataloged as a technician ani the 
like when he was drefted. The difficulty was in getting 
him assigned to the medical depsrtment. If he had some 
other qualificetions that the line officers liked, they got 
him first; they got the first shot at him, A recommendation 
was made to the effect that passages of that type should be 
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sent to the medical department to the capacity they could 
handle . | 

BRIGADIER GENERAL KENNEBECK: Why couldn't a survey 
of those individuals be made? They are a subprofeseicnal 
group. 

MAJOR GENERAL SMITH: The eame thing would apply 
to your laboratory technician, your bacteriologist, and 
‘your pathologist. 

REAR AIMERAL RAULT: All those trained technicians. 
Proathetic technicians are cvor the age group thet fall in- 
to the category uaier the draft act that is proposed now ~~ 
26 years of age. It takes fifteen years, perhaps, for 
these mon to become competent in bactericlogical or pros- 
thetic dentistry. We heve to draw those from the higher 
age group. That's the reason we can't enlist them in the 
reserve. They feel that, in time of emergency, they are 
geing to be left cut. I don't remember the exact figure, 
but we have about 70,000 reserve dental officers, ani I 
éon’t think we have mre then 90 prosthetic dental tech- 
niciens in our reserve, 

MAJOR GENERAL SMITH: I think, in the over-all thing, 
speaking to Admixal Rault, that possibly there would be, in . 
the entire emergency, an actual draft of all manpower. Ten't 
that whet this is comaidering more or less? Ami you can get 
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that type of man, The only thing I can see in that, if 
they are brought in, is that a recommendation should be 
very strong that they are not to be placed as gumers 
when they oan do other work if thay come in now. You 
have no way of getting them in. ‘That's ancther story. 

REAR ADMIRAL RAULT; Those people trained outeide 
are often specialists in one field, and you have to put 
aid. theae: vendeus yelta of tectutvianes tnpither. te asax 
@ whole. Isn't that your experience, General? 

MAJOR GENERAL G40TH: The trouble is that they 
were assigned to line units somewhere. They couldn't use 
their mechanical ability in training. They would be as- 
Signed as redic mechanics and anything with mechanics, 
They would catch them, anil the medical department vouldn't 
got them im wmiless they could go out, spot them, and ar- 
range for individual transfers. 

BRIGADIER GENERAL KENMEBECK: Many times in the 
Air Foroe, if he was handy, if they found a mechanioal 
job om the airplanes which would give them a higher rat- 
ing and a better chance for promotion than in the dental 
laboratory, they woulé hide their qualifications some time. 
If they were interviewed, they wouldn't want to come to the 
dental service because their chamoes were better where they 
were; their opportunities were greater. So, if we could 
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earmark those fellows som way ~- I think there are enough 
available technicians if we could just earmrk then. 

MAJOR GENERAL S40TH: More than you cam ever use 
will be drafted if you have a real, all-out emergency. 

REAR ADMIRAL RAULT: Yes. That's a very difficult 

grow. They are wilicensed and hard to classify. 
MAJOR GENERAL SMITH: Auto mechanics -- they get 
Plenty of those. They go into that channel. The trouble 
is getting then in the medical departmsnt ani get them as- 
signed to the dental departmnt. That's the biggest atf- 
fioulty we had. 

I think that about covers all that. ‘There is no 
use repesting it as I can avo. : 

REAR ADMIRAL ANTERSG: Yes. I stil. don't have 
an idea of vhat the correction is. 

MAJOR GENERAL GMINs Merely im the over-all plan- 
ning, if the man has @ specialty, if he ie 4 laboretory, 
btacteriologioal, ox dental technician, he showld be as- 
signed, and certainly be given en opportunity to be as-_ 
Signed, to that departumt. That's the only suggestion I 
have. | 

|—-BRAR ADMIRAL BAUME; ‘Thnt would go bok to ag 
original suggestion thet the manpower rescurces beard be 
organized, ani I have seen & written euggestion to this 
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effect -- 1 is net original with me -- that the American 
Medical Association, the American Dental Association, and 
the various hospital associations in the United States be 
represented on that board -- I don't know what the exact 
name is -- ami similiar groups. These groups would each 
look efter the mmpower situation in that and reccunent 
to the Mationnl Resources Board what should be done. 

How, there are bomfide prosthetic dental Jabor- 
ebory organizetions in this country -- ane cr two, anyway -- 
that are really recognized as being depantable, ani I know 
the Beoretary of one of those groups is coming dom to talk 
te Selective Service within the next week or go cn seme of 
theprobleas I have just trougkt up. 

REAR AIMERAL ANDERSON: I think the difficulty you 
mentioned a little while ago, about the preeant draft lew 
not including age limits, which would really wing pros- 
thetic technicians into the service. It would be modified 
in case of emergency, ani this is a poncetime draft ani is 
only to obtain encugh persceme] for poecetime requirements 
of the services. But, im ease of mmticnal amergemy, the 
age limits vould be raised, and that would inclufe the 
group of technicians that you have referred te. 

BRIGADIER GREWAL KEMNEECK: If they are going to 
ensider dentists in oll age grows, then they shoulé 
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consider these men, certainly, in all age groups, 

REAR ADMIRAL ANDERSON: If there is no further 
comment, there is one last subject -- the chief points 
or circumstances within the military structure contrib- 
uting most to the apparent disaffection cf medical per- 
somel. We have referred to that « number of times. 

Do you have any additional comments on that? 

MAJOR GENERAL SMITH: I think you cam boil that 
dow. We have discussed that in many instances, and 
there is no formal committee recommendation on that. 
Living conditions, separation from families, and the Pact 
that their pay is not comparable to the mon im civil life 
ere three troad subjects which would cover most of the 
adverse couments ~- pertioularly the housing and the pay. 
The third one, separation from families, you cammet avoid 
unless they have housing and sufficient pay to keep en 
establishment. 

REAR ADMIRAL ANDERSON: Any further comagnts? 

BRIGADIER GENERAL KEMNEHECK: Another one is 
specialization. Of course, we have touched on that ~ 
not being able to have apecialization training wrofeenton- 
ally. We commented on that carlier today. 

COLONEL POHL: i noticed, im many of the replies 
we have, that there are maxy complaints on relative renk 


RESTRICTED) = ost 


™- 


RESTRICTED 


with the line, and I felt, in my observation, that the 
Dental Corps has had a rather rough time in rank. 

MAJOR GENERAL GMITH: That's one of the big ob- 
jections in getting them to come back on active duty at 
thie time, 

BRIGADIER GENERAL KENNEBECK: ‘The T/O limitation 
on rank, especially cverseas, in the Air Force where 4 
- fam can only be e captain regardless of his ability is 4 

_ big gripe among Air Force people. Men who came in later, 
Classmates, who stayed in the states would go cut as 
Meutenant colonels because they happened to be in the 
spots where they could be promoted, while the ones who 
went overseas earlier would be captains, | 

MAJOR GENERAL SMITH: Ome of the outstanding ex- 
askin at Oink dix She Koes is bak a pe ek 
genization, In a division, which is & larger unit, the 
highest renking cfficer is a mjor. During the last wer, 
there was one. The highest rate the others could attain 
vas captain wiless they were transferred to some other unit. 
The next promotion in line is that he jumped from major to 
selonei. Se the highest rank @ man could be in th: combat 
organization is) major. 

We exe attempting to correct the tables of crganiza- 
tion to take care of that, but there is no place to make that 
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wiiform, The result is: vhen you asked for a trensfer or 

rotation, you couldn't ask for 6 am by new in an attempt 
to rotete him to the hospitel. You had to seni him through 
Arny headquarters, and the ccubat unit could pick out the 

loss desirable, lot's put it that wy. Aso result, the | 
good men were stuck with no opportumity for promition even 
te the grede of mjor wmiless the mjor vere treneferred or 
ae ahs ictal tlekh Wisely Sia enemies oc tae 

one out of the eighteen in the division; no opportunity to 
be a lieutenant colons] at any time in eny Arny organiza- 

tion; I mean combat Army, field Army. That was one of the 
ke cidudkseuk os Seeaeind, ink Min ee Olt Stee 
zation limitations which apply to everybody. I think that 
applies equally to manyover except in this one instance in 
the Aray in @ combat organization. 

BEAR ADMIRAL RAULE; The Navy did not have that 
problem because we have the ruming-uate aysten, All staff 
officers, medisal end dental officers, go w with the rm-_ 
“wing mete in the line. in ome or two instances that was 
Giscerted during the war, but very, very little, and it 
didn't become a problem at all. | ie 

REAR ADMIRAL ARDKESCH s In the Naval organization, 
ef organization, are mye elastic. The perscmmel allowances 
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eof a given wit may call for a Meutenant oma ship. You 
may find a lieutenant commander serving. Is that trues? 

REAR ADMIRAL RAULT: Right. 

BRIGADIER GENERAL KENNEBECK: If he were a licuten-~ 
ant there, covld he be promoted to a lieutenant commanier? 

RFAR ADMIRAL ANDERSON: Only promoted when his rm- 
ning mate is eligible for promotion. | 

« + » Off the recom... 

REAR ADMIRAL ANDERSON (continuing): I am wmable 
to see how any equitable aystem of promotion cam be catab- 
‘hshiak shah. seed Micka depuis co aamebtes tn te, tolde 
of organization. It just can't be done. 

MAJOR GENERAL SMITH: And if you have a job, far 
instanoe, that warrants & promotion, and you would be taking 
@ skip of persome! to fill that. + Gonth eck 013 xt 
if the man vere in the job and qwmlified for it. If there 
is & vacancy, he can be promoted. 

REAR ADMERAL RAULT: We took care of that in the | 
wer in rare instances where people got spot promotians. 
That wae very unusual. While they ccocupied that particular 
position, they held a spot promotion; vhen they treneferred 
out of that, they went back to permanent rank. 

REAR ATMIRAL ANDERSON: Most spot promotions vere 
reserved for officers assigned to high positions, staffs 
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of coamanders. 

MAJOR GENERAL SMITH: I dom'’t think it could be 
equalized due to the different ayatems of promotion. 

BRIGADIER GENERAL KENHEGECK: There has been some 
oriticiem from the Navy officers of the Dental Corps who 
“have been working side by side with Army officers that 
the Army officer can be promoted after one year; vhile 
the Navy officer goes through two years now without any 
promotion. Each of them work side by aide. 

REAR ADMIRAL ANDERSON: That's im the lower rank. 

BRIGADIUR GENERAL KENREBECK : Cint's an te ok 
of jJunicr lieutenant. 

REAR ADMIRAL RAULE; We tock that up, incidentally, 
with the Navy Department, and the official reply was that 
they believe in the long rum that our people would be as 
Well off, if not better off -- and I am inclined to be- 
lieve it is so -- with the ruming mate principle. That 
was the reply officially. 

+ + « Off the record ... 

REAR ADMIRAL ANDERSON: Ie there anything further? 

REAR ADMIRAL RAUL: Do you want to put thie in 
"the record: here is @ reference that will be in the Bureau 
of Medicine and Surgery Menual of the Medical Department of 
ie eee 


RESTRICTED | aes Ay. 


RESTRICTED) 


*hlke2.2 Am officer on the active Mat of the Amy 
of the United States and an Army aviation cadet serving in 
locality where Army dental service is not obtainable shall 
be furnished dental treatment, both out patient end in pa- 
tient, at Savy dental facility on same basis as dental 
‘treatment is accorded Naval persomel. 

"4143.2 Enlisted persons am the active list with 
the Army of the United States shall be furnished dental 
treatment at Naval dental facility in accordance with par- 
agreph 4142.2." 

We were going ti: recommen -- I didn't have an ap- 
portumity to discuss this with our Commlttee -- that the 
Army regulations be made parallel to that recommendation. 
I know thet, at the present time, the Aruy and Navy both 
are taking care of eech cther's persomel, but thie would 
clarify it in the regulations. 

MAJOR GENERAL SMITH: I may add that that hee been 
routine for the past five years in Army installations for 
Arsy dental perscmel to take care of Navy perscumel -~- 
not only persommel, but dependents also. 3 

REAR ADMIRAL RAULE: Let's not put that in the 
recor, (Laughter). 

REAR ADMIRAL ANDERSON: Before you gentlemen leave, 
for the record would you please give your names end a brief 
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statement of your service? 
"MAJOR GENERAL SMITH: ‘Thomms L, Suith, Major Generel, 

Chief of Dental Service of the Army. 

HEAR ADMIRAL RAUL; Roar Admiral C, V, Rault, IC, 
UH, Assistant Chief of the Burenu of Medicine ant Surgery 
for Dentistry, ani Chief of Dental Division, 

BRIGADIER GENERAL KENNEBECK: [Brigadier General 
George R. Kennebeok, Dental Corps, UBAF. | 

+ +» « The meeting was adjourned at 3:10 pum. ss 
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e « « The meeting convened at 3:05 p.m., with 
Reer Admired Andergon. presiding ote | 


REAR ADMIRAL ANDERSON; Captain Newhouser, we have 

been directed to diacuss with your Subccamittee the subjects 
which are more or less common to both comulttees chiefly in 
oxder to harmonize our views and provide reccmmendatiaw to 
all the Committee that ary not at too great variance, 
The firet subject that we heve which we think over- 
laps vith the work of your committee 8 (b) in our list here, 
“Professicasl ani military emxgency treining program within 
“he Armed Forces.” 

How, cur committees have considered thia subject in 
relation te mobddiization. It imiludes the emergency treining 
im case of another nextional emergency, and we have considered 
the subject from the etenipoin’ of military and professional 
training necessary for doctars, for nurses, and for enlisted 
monbers of the medical services who are called into the service 
in ease of wer, . 

The question comes wp whether doctors need basic 
military training. There was critician ebout doctors being 
assigned. to camps end going through possibly months of militery 
training and then when assigned overseas vere employed in 
hospitals vhere it seemed to them at least the militery training 
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_ to do during the ver. 

I don’t know that your committee heve considered 
thet eide of the question, tut we would eppreciate an expres~- 
sion of opinion as to what your idee is ebout the amount of 
winter udittecy tenkatea Wink the abevene veviieiod Gall: 
receive when called into the services; ani alsc where that 
besic military training provebly could best be given. 

CAPTAIN MEWHOUSER: We id not mke any definite 
reccmmemiation on that line, although we discuesed it et ean 
iength. We questioned whether or not thet we within our 
province. — | : 

The consensus of our group wee thet it would be very 
edventageows, such ag the Army Fielé Service School, or its 
equivalent, end thet St would be adviesble if all mediosl offices 
could attent for a period say of sprroriamtely a month to get 
scm slent on vhet thay wight encounter, ani that's about as 
far en we wont with it. We dfan't mike any definite recon- 
meintions, en whether we do in cur Sina] report, it ia ques« 
tiommble. Tt will depen? on how such hes been covered by san 
other subcomsittee. 

| REAR ATMIRAL ANUKRSON: What would be your recan- 
wendiation about professional training thet should be given to 
phyaietans when called into the service? — : 

CAPTAIN HEMHOUSER; Wall, the majority of the doctom 
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called into the service had had s reesonable emount of 
professional training, and I don't believe thet it will be 
necessary to give them other than short courses. For example, 
you may have a feirly good gensrel surgeon who has had ne 
tremmtic suxgery. You might want to give him a short course 
in traumetology,. There vill be velected cases of thet tyye, 
for example. Others, who have hed a certain duty in civilian 
life, State, Public Health jobs, and so forth, we might want 
to give them short courses in preventive medicine. For the 
tat pest, thay wold d0 very short coumes. They would 
already have @ beckground in that general specialty, but you 
night went to teach them Just the militery phases of it. In 
other words, they would be short courses ani not long courses. 
REAR ADMIRAL ANDERSON; Wheat would you recommen 
about the treining necessary for nurses vhen brought into the 
service? Should they have seme military instruction, or should 
they have professional treining ? 
CAPTAIN REMHOUSER: I don't feel that they need 
professional treining. They need indoctrination training 
primerily. The nuree hes olready trained in the cere of 
patients, end that's what we will want most of them for. 
She hes had plenty of experience in that, but she mst fini her 
vay around in en Army or Navy installation. I think we would 
expect quite a lot from her if we expect her to do it the firet 
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wook she is on duty. 

BRIGADIER GENERAL MARTIN: Off the recard -~ 

CAPTAIN NEWHOUSER: There are exceytions. I should 
think thet murees who will be on duty on evacuation flights 
should have nome training other than infoctrinstion. I an 
not en expert along that line ct all. 

BRIGADIER GENERAL MARTIN: ‘Thet's being done. 

CAPTAIN REWHOUSER: But that would seem only logical. 

BRIGADIER GENERAL M'RTIN: It wes done during the war. 

REAR ADMORAL ANDERSON: Wil) you outline your idee 
of what treining the enlisted men of the medical service should 
heve when iniucted into the service t 

CAPIAIN NEWHOUSER: Well, I think all enlisted men 
should have en unileretanting of vhat we call the toot training 
«I have forgotten what the Aumy calls it, basic training, I 
believe--to orient then, acquaint than with service temuinology, 
service conditions, they have to chenge their mode of living 
considerably; then I think thet they--epeaking of hospital 
Coryamen--ehould receive training in Medios] Department 
activities, such e8 nursing, the elementary pharmacy, first 
eid, the various things that I think the Ary eni Navy ,tecch 
@l1 enlisted men. 

Then I think we certainly want to select the met 
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promising of thet group for specialized truining. In other 
words, men qualified for independent duty with the Navy, 
suimerines, end so forth; if it's Air Force, it will be with 
certein units of the Air Force; and I don'ts know conditions in 
the Army. Our Committee didn't think the Amy had so mny 
pleces thet they would use-whet we call men quelified for 
infepement duty, ae perhaps the Navy ani Air Force would 
USS. | 3 

Theat was the opinion of om group; but the repre- 
eertatives of the Air Forve thought thay hed a very, very 


definite need of highly-trained enlisted mn-«hat ve coll mn 


qualified for iniepentent duty, and they believe it strongly 
enough thet they would like to send some men to our achools 
when it's possible. 

REAR ADMIRAL ANDERSON: Are there other features of 
this training program thet we should discuss f I notice that 
their precept includes joint utilization of setvice schools, 
coomlinated post-graducte treining, ccmmon bulletins = is that 
insluded in your preceyt f , | 

CAPTAIN MEMHOUSER; Yee, sir, I believe tt is, 

REAR ADMIRAL ANDERSON: reining mxuels, emi so 
forth, ae they apply to beth commissioned ond enlisted and 
civilian components, joint ume of civilian consultants. I 
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think possibly we might ask what the Committee have decided : 
about the employment of consultante. That's cue of ou topics 
here. 

CAPTAIN NEWHOUSER: I would like the first yert to 
be off the record. 

« « « OFF THE RECORD... 

CAPTAIN WEWROUSER: In the first place, we cannot 
beve common utilization of consultants because our training 
hospitels are not located in the sam areas. The only pou- 
sibility would be the Lettermen General Hospital and the 
Onklemi Naval Hospital. Qne hospital is at the end of the 
Golden Gete Bridge end the cther one is out at San Ieeutro, 
many niles samy. 

These consultents are very busy men. They don't 
wet to spend more then two afternoons ea wok at the most in 
conmection with training medical officers of the axed forces. 
Joint utilization would mean they would heve to spend four 
afterncom & wook, let's say, or instead of one afternoon a 
week, they would have to spend two afterncons a week. they 
exe usariiling to do it. 

Just taking Lettermn General, because that ia one 
‘Of the few places ve can use as an exemple, you might eayy all 
right, your reeidexte cans over to Osklend one tine. Our 
residents will go cover tc Lettermen General the next tine. 
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You heve from en hour to an howr anf e half haul between the 
two hospitals. 

There is a lot of work to be done in hospitals today 
eva there ien't the tim. Tiat means toc much loss of tin. 
So the Joint utilization of consultants is and will continne 
to be practically nil. I don't see how it can be otherwise. 

Aéedrel, you eee this consultant eituntion. You 
ere located et the Medicel Center. Wouldn't you agree that 
it's not feesible to have joint utilizetion of consultants? 

Well, Amy Medical Center end Naval Medical Center 
is another place where it might be done to a limited degree. 
I happen to know the Army comultents--e few of them are also 
Bevy consultants. The Wechington area ia the best place where 
we can heve joint utilization of camultants ani yet it can't 
be too great even here. We have hed, I believe, a couple of 
cenmulterte érop cut because they couldn't teach over at the 
Avey Medical Center end teach et the Navy Medical Center st 
the atm time. It took too mich of their tine. 

REAR ADMIRAL ANDERSON: Would the joint use of 
commultantes--I guess that's the way we would expresn 1t--under 
the Frosent axrengeent result in any eccnay fron the stani- 
point of expeniiture of funds? | 

CAPTAIN MEWHOUSER: None whatecever, because ve can't 
expect a doctor to speni bis morning at the Army Medical Center 
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and then his afternoon at the Neval Medical Center and accept 
$50.00 for the dey when he could do far better today by spent« 
6S a sas tn a ie If we tried thet we would 
poth lose because they would refuse to be consultants for 
either service. 

REAR ADMIRAL ANDERSON: Off the record -- 

CAPTAIN WEWHOUSER: I might edd that thet 4s nleo the 
debsdiak 06 tek Dbanitens shies cxiiiardiie Usiexin. 
the only place thet we migiit be able to utilize consultants 
for the Amy or the Anwy use our consultentse -- there are tines 
when comsultents from the Boston area my be et « meiical meet~ 
See Gk en Ve damn, no thee Oak & ikide armen eaten te 
do, ani they will go into either the Ary or Nevy hoepitel ent 
make rounia end give talks, but we don't pay them fer it. We 
have no way of paying them for thet because the services of 
our ccomultents must de auticiysted in afvance of the visits 
or we cannot pay them, 

REAR ADMIRAL ANDERSON: I understand then that your 
Subcommittee have no objection to a given qualified consultant 
serving both the Army ani the levy? =e | 

CAPTAIN REWHOUSER: None whatsoever. 

REAR ADMIRAL ANDERSON; But it’s a mtter of local 
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CAPPAIN HEWROUSER: ‘That's right. 

REAR ATMIRAL ANDERSON; That we should not adopt ea 
policy ani insist that the consultant--eny given consultant 
serve both services. 

CAPTAIN HEWHOUSER: I certainly think it would be a 
mistake. 

COLONEL POHL: It seeme to me where you heve con- 
sultantes at a high level mking field tripe you might utilize 
the seme individweal there where they go to « situetion a few 
days emi study @ situation like ea flu epidemic; might use 
joint individuals in thet apot only, but thet is a distinct | 
type of consultent. 

REAR ADMIRAL ANDERSON: I was going to say thet ts 
not in the teaching field especially. 

CAPTAIN NEWHOUSER; I might say we have hed to bass 
all of com sseunptions, recommeniations on about three 
premises: thet the services will continue as at the present 
time, there will be three services headed by the Joint Chiefs 
of Staff with medical representation, or there will be one 
medical service. Any recommendation ve mke, we heve to think 
of those three possibilities, anil we can't tell which may come 
about. 

REAR ADMIRAL ANDERSON: I think thet ve might very 
well ask Captain Newhouser to give us scm informetion under 
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this subject of medical logistics in military cempaigus, sbout 
the supply of whole blood to theaters of cperation in the war. 
—-CAPEATIN HEMHOUSER: I might say that I was just saked 

the other day how much blood end blood substitutes would be 
needed in event of war. I em sure I would heve no way of 
Suiglliad: 38 Gah. Sahin Sunda Wise lek wes Mee ¥ ee 
BOW. 

REAR AUMIBAL ANDERSON; Off the record <- 

« » « OFF THe RECORD... 

CAPTAIN NEWHOUSER; As you recall the Army, under 
Generel Renkin and Colonel Kenirick operated the progren *° 220 
ena I hed a progrem in the Pacific. Conditions there vere 
‘@ifferent. Yor exemple, we bed to have lighter<wight 
containers. They used et firat 50 per cent blood ani 50 per 
comt diluent. When shipping to the Pacific our distances 
were great. We had to eut down weight all we possibly could. 
Therefore, we used the ACD solution, vhich 4s even today ns 
good & preservative as we can find for whole blood. It cut 
our weight in half to the Pacific. We hed to do it. Ister, 
— efter they got « little better organized and didn't have quite 
the demend, they shifted to ACD also, but they had to rush 
the program considerably and the Axmy had a great stockpile 
program could be started almost over night. 
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It muy be that the armed forces will not need a great 
deal of blood, Maybe the civilians will noed the mest, the 
me: jority of then. Certainly if five or six bombe are dropped . 
cn mjor cities, wherever they may be, there are going to be 
enywhere from 2-1/2 million to three million pints of blood 
needed within « mtter of ten weeks, the mjority of which 
will be needed within the first three to fow weeks. That 
cemot be fanished miless there is an existing nations) progren 
in effect before the disaster cecurs. 


Unfortumetoly st the present time there is considereble 


bickering between two mations] organizetions, end whet will 
come out of it, I don't mov, WNeithor one is going ahead too 
well at the present tinc. | 

The peccetime function of the nmetional progrum would 
be supplied where needed in community hoeepitels, end so forth, 
thet do not heve blood at the present time. There ts probably 
not half the esount of tlocd furnished in thie cowmtry today 
thet should be furnished. Then if you have e good mecleuw 
orgerd zation--esa waa shown on December 7th, '4]--eny blood 
bank that is then in operation can de stepped up tenfold during 
the night without greatly cdded persommel, and they can hold 
that pace for approximetely three weeks, which gives you a 
chance to bring in additional personnel. If the next war is 


the type of wer thet wo might poscibdly anticipate, a tremendous 
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amount of blood will be meededs by thet, I mean the amount 

vould run into millions of pints inetead of the amount that 
we used in the lest wer. We collected 15 million pints over 
a period of almost cver four years in the last wr, That 

would heve to be reduced to months. 

REAR ADMIRAL ANDERSON: Off the record «- 

o « « OF THE RECORD... 

REAR ADMIRAL ANDERSON; One problem that the Sub- 
committee have discussed is the question of upon whom should 
the resyonsibility be placed for the cperetion of the whole 
Dlood Progrem so far as the military services are concerned. 
uccid 46 We gabe & wpeedad Was waber the Aten’ canes 
the Surgeon General, should it be assigned to the service of 
medical supply, cr should it be mde & pert of a responsibility 
of the laboratory service? During the lest wer it was opernted 
by a special unit, as I umierstand, directiy under the 
Surgeon General's office. 

CAPTAIN HEWHOUSER:; Yos, sir. 

I firmly believe that it is necessary to have a 
epectzlized group hendling blood fram the source umtii it's 
harvied over to the hosenitel or activity thet will use it. 

BRIGADIER GENERAL MARTIN: Off the recom -- 

- + o OFF THE RECORD... | 

CAPTAIN KEKEOUSER: During the early pert of the 
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wer we made plane for « separate transfusion service and out- 
lined the vhole progrem. It seemed to us thet it was fairly 
essay to put it in effect in the Amy because of your 
leboretory service ani your organization. However, it was not ‘ 
very easily put into operetion in the Nevy at that tim, 
and we were not too well organized along blood lines. A 
_ punter of individuels hed seperate ideas. ‘It was herd to get 
any ome plen into operation, and this wes taken before the 
Heticonal Research Comeii. They gave us a lukewarm blessing 
but didn’t insist thet we put it im operetion, and it wes 
left Gem the vine, eo to speak. 

» « « OFF THE RECORD... 

° RAR ADMIRAL ANDERSON; ‘Thank you very much, 
. « » The mooting adjourned et 4:00 pam... . 


‘RESTRICTED 


git | 


Nn Cae 


‘RESTRICTED 


SUBCOMMITTEE ON THE EMPLOYMENT OF 
_ MILITARY MEDICAL RESOURCES 
Tuesday, 11 May 1948 - Room 3D675 - 10:00 a.m. 
Appearing: Rear Admiral Paul M, Albright, (MC), USN 
Chairman, Subcommittee on Programs for 


Hospitalization 


Conference Reporting Section 
Reported By: 


Be Extension abe neon ia 
RESTRICTED | 


873 


RESTRICTED 
OFFICE OF THE SSCRETARY OF TE;etnE 
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Tuseday, Hay 11, 1948 = Roam 30675 = 16:00 a.m, 


In Attendance; 


Rear Admiral T. C. Antersan (MC), USK, Chetrean 
Brigadier Generel Jos. I. Martin, "C, UGA, Member 
Colonel Loute K, Pohl, MC, USAF, Mewber 


Appeesing : 


Rear Admixel Poul M, Albright, (MC), USN, Chatymen 
Subcommittee on Progrums for Hospitalization 
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- « « The meting comvensd at 10:00 e.m., with 
Rear Admiral Amlersan presiding ... 


REAR ADMIRAL ABUERGON; We have been egked to confor 
with other Subcomstttess in which there is overlapying. ‘The 
eudjects which we have been eaked to investigate, which might 
overlap with the work of your Subcammittee, are listed in the 
letter that is addressod to you. 

The firet ons ia hoepitalizetion and evacustion 
policies within the combet zone ani evacuation to the eame- 
maticetion sone, ami to the zone of the interior. 

General Martin ie swewerizing the commonte and drav- 
ing up or ideas in regard to thet particular subject. I think | 
perhaps 3¢ would be best for you to give to Admire) Albright 
the ideas we heave reached in regerd to that eubject. . Z 

The first question thet occurs to me ia; bes your 
Bubcamaittes given consideretion to hospitalization in the 
theaters of operation in case of « future national emergency? 

REAR ADMIRAL ALERIGZ: At the present time our 
Subcommittee on Progrems for Hospitelization has been Limtted 
to existing facilities within the continentel limits. Tt is 
enticipsted, however, when this study hes been odmpleted 1... 
programs for hospitelization-«thet is, existing fecilities-- 
cuteide the continental limits will be considered. 
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REAR ADMIRAL AMIERSOW; W111 your Subcommittes give 
sones in case of a mtional enoxgency ? 

REAR AIMMRAL ALBRIGHT; We hedn't enticipeted doing 
that, no, in view of the fact that's a field operution enti not 
a fixed hospitalization program now exieting. 

REAR ADMIRAL ANDERSON: Any ection of ow Subcam- 


' Subcommittee. There would be no chance of conflicting recan- 


mendations insameh an thet Subcommittees is not going to con- 
sider hospitelization in the forwerd arees in case of emergency. 

REAR ADMIRAL ATBRIGHT:; May I lock over triefly the 
charges to our Subccmittes? I haven't re-read it recently, 
in view of the fact we heve had plenty to consider vithin the 
continental limits with existing facilities. Roughly, I don't 
recall eny such charge to our comittes. I, however, have it 


with me, ani I would like to glance over it hurriedly eni see 


if there existe such « directives Heve you by chance seen our 
directive 7 : : 
COLONEL POHL: Yes, sir, I heve tt here, an extract 
of what I thought were the preceyts. 
REAR ADMIRAL ANDERSON: Would you give Admdisal 
Albright same of the considerations thet ve have given to 
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hospitalization in the field of the camtet commnicntions sone 
in orler that should the committee consider hospitalization in 
those areas he will know whet our committee feels about it? 
BRIGADIER GENERAL MARTIN; Our concept of our part 
in this field te constrained to any future wer effort. We 
have surveyed the problems vhich ve can expect-in this countxy 
es well es in exy theaters of wer in totel wer. It is cur 
belief thet the need for hospitalization in the zone of the 
interior must be provided for not only by civilien agencies, 
Dut St must be closely coordinsted with militexy needs and 
FROANTSSE 
I might eak bas your camittes gome into that field 
et allt | : 
REAR ADMIRAL, ATERIGHT : Do X witerstent you, Geneval, 
to imply that in the event of total mobilization it ts our 
responsibility to provide hospitalization for civilians in 
civilien ccommamities ? ; 
| BRIGADIER GENERAL MARTIN; ‘The fects my eal for 
that very provision in meny areas, we believe. Off the recom «= 
REAR ADMIRAL AYBRIGHT: Of course, I have very 
definite ideas on theses. I om not speaking for the camittes. 
BRIGADIER GENERAL MARTIN: No, neither em I, 
REAR ADMIRAL ALBRIGHT: I om speeking for myself. 
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When tho Tictional Defense Act ves yesoed a yoar ago, 
the Congress made very definite provisions for the National 
Militery Establishment. Perhaps uy interpretation of these 
provisions my be feulty. 

Outeide the Military Patadlishnent of the Ketional 
Defense Act ve have set up the Metioml Resources Board, which 
ig @ civilian-control outfit who, of course, evaluate ell mili« 
tary plans end teke into consideration vhet this country vill 
be able to do with what resources are available in orier to mest 
the stretegical plan which is developed hy the military. 

Tn civilian life ent evay from military at the present 
time, we bave, of course, many civilian organisations, tnclii- 
ing our Americal Medical Association, ani in this group 
studies heve been made end are contiming to be made reletive 
to menpower yarticularly a9 applies to medical trained personnel, 
end also there ere committees which heve studied the problems 
of civilian hospitalization, i think it is known as the Amorican 
Beard on Hospitalization which beve estimated the required beds 
nected in civilian comamities throughout the country. 

| Personally, I believe it would be © territle mistake 
to mix the military with the civilian in hospitalization ques- 
tiow. Military needs for hospitals should be developed by the 
military themselves. Who is there thet is better qualified 
*o do this then an expert in military medicine? If such 
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persomel axe evallable in the military forces, they gein this | 
knowledge hy experience of many years’ service, an thay alone 
should be made responsible for the determinstion of the military 
needs, which I don't think should include civilien needa, 

When these things are determined, I persomlly—-agnin, 
~thene xe yerscen2 optntons-teliove thet those matters vertatn.- 
ing to hospitalization end public health questions should not be 
questions of the military ot ell. Certainly ve shouldn't, 
except in emoxgency, use military hospitals for civilian purposes, 

REAR ADMIRAL ANTERSON: To retin again to hospitaliza- 
_ tion and evacuation policies in the combet end commmication 
areas, I believe we can conclude that reccemeniations which we 
might mike will not be at veriame with those of this Subcan« 
mittee. Apparently they are not comidering hospitalization in 
the combet end cawmmication zones. 

Now, to returm again to hospitalization in the zone 
of the interior and to the details that heve been assigned to 
cur Subccemittee, construction, distribution, end steffing, 

Construction is « mtter under consideration by 
another subcammittes than that which you are Chatman, I bee 
_dieve? 

REAR ADMIRAL AISRIGHT: That's correct, sir. 
Distribution. Do you vant 
to telk to him ebout distribution? 
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BRIGADIER GENERAL MARTIN; Off the record <= 

REAR ADMIRAL AIBRIGET; In the distribution of hee- 
pitale in the zone of the interior, our Subcaumittes have felt 
thet scme cooxiinsting agency would be necessary. It's our 
concept thet your Subccamittes will sulmit the detetied recan- 
mendations as to distribution of the existing facilities, if 
I might put tt thet way, aod that after the vork of your 
Subcamittes is completed, there should be some coorlinating 
sgency which would continue to function in order toe distribute 
hospitals of the three Armed Forces to effect econcmy, 

Me have felt thet © Joint medical boari on a high 
level would be necessary not only for coortination end the 
distritution of hospitals, but for the coordinstion of other 
functions in the medical services, end the comittee proposed 
to include in their recommeniations that such « board be 
established. 

We have considered that the boar’ should be composed 
of either the Surgeons Generel and the Air Surgeon, or of 
wepresentatives of these officers, and that they shoulda 
function at the Joint Chiefs of Staff level, and thet future 
hospital development would be cooniinated ty this board. 

Our committee has felt the need of such a cantimzing 
voami. On what level it should be, I am in no position to 
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say. Since the present board, however, reports directly to 
the Secretary of Defense, I vould pexsonelly rather have the 
futwre boami on the same level instead of the suggested 
joint-chiefs-of-<steff level. That however my not be possible. 

To clarify from cur board's viewpoint the question 
of hospitalization or hospital provisions within the Axued 
Serviees, we appreciate very mich the fact thet the camolity 
_ @f medicine, which is furnished to the armed services, and 
which includes of course hospitals, station hospitals, ant 
dtayenmerten, herp vou leteted in the yuet tn centate eaves 
where this strategic support can be best given to the services. 

These has been overlapping of such facilities, and 
I persomlly believe where such overlapping cecurs, cammon 
utilisation of such facilities vherever it can be justified, 
should be carried out. 3 

In doing this wo should not lose sight of the fect 
thet future requirements may necessitate the use of euch over- 
lapping facilities which, for the time being, are inectivated, 
end we believe it should be an imotivation rather then the 
@ispounl of owsh facilities so that in the event of mtd lise« 
tion they any be avaliable. 

HEAR ATMORAL ANIERGON: ‘There is another feature on 
this question of duplication ef hospital facilities thet our 
Subecamittes have considered, that a thousani-bed general 
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hospital represents probably the greatest efficiency from the 
stemipoint of size, and that a thousand-bed hospital might 
xeedily be expenied to two thousand beds, or possibly to 
greater capacity in the event of urgency; but that in consider} 
ing the overlapping functions the medics] departments should 


“evoid coubining hospitel facilities in any given sree that 


Will require « general or naval hospital to operate con- 
tinuously on a normel basis et much greater then e thousani- 
bed capacity. 

o « « OFF THE RECORD... 

REAR ADMIRAL ANDERSON: How, do wo have exny material 
in common concerning the staffing of military hospitals? Has 
your committees taken up the question of the staff of naval end 
general hospitals ? 

FEAR ADMIRAL AIBRIGHT: Ho, sir, not to this date. 
I noticed here =~ have you got your finger on that one little 
thing? I might re-read one of these subcommittee things; 
but we haven't gone into it. 

This peregreph 4 I think would cover that, which 
gives us -- let me hear your question again, please. 

REAR ADMIRAL AMTERSON: Off the record -- 

« « « OFF THE RECORD... 

REAR ADMIRAL ALBRIGHT: We haven't come to that, but. 
may I reed this yeregrayh here in our charge? "The Comittee 
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desires also to explore the desirability and feasibility of 
developing to the highest ywecticel degree greater utforntty 
ani closer coordinrtion emong the medical services in adminie- 
trative stenderds, policies, practices, procedures, and parson- 
“pel r\equirensents relative to mttern pertaining to hospitealiza- 
. tion," 

Of courve, we hed looked at this from ea broad view- 
point of joint staffing end whether or not it might be possible 
in certain institutions to reduce the over-<ll personnel in 
one or the other service so that he might be mide aveiltblie 
im a certain eyecialty for easignnent to eam other activity. 
We haye discussed that <-- if that enswers your questicn, 

REAR AUMIRAL ANDERSON: Does your Subcommittee 
subscribe to joint eteffing of a hospital of ane service by 
medical officers fron the other services t 

REAR AIMTRAL ALBRIGHT: Again I am epeaking for 
myself end not the Comittee. I have talked e good desl on 
this subject to 2 great mmber of individuele, including the 
Surgecns General of the Axmy and the Navy ani the Air Force 
Surgeon. 

I personmelly am of the opinion that Joint staffing 
is not only practicable, but I believe it to be adventegecus 
in certain instances, particularly in euch institutions where 
there is only one existing hospital but where personnel from 
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the three forces exe present. I refer perticularly in con- 
sidering future plans for hospitelization in Guan, Adak, and 
Honolulu, where there is an overlapping of military require- 
ments, but where economies can certainly be effected in build- 
ing permanent instituticns. Why should there be more than ane 
permmently constructed hospital of a thousand beds, or less, 
if thet is all which is required for the three military forces? 
For thie samo rweson, I feel thet thers can be a true econany 
in persormel sscsigned to such institutions, a balanced staff 
fron the three armed services. This would effect econay not 
oniy in conetruction, but slso in the utilization of highly- 
 treined medical personnel, 

REAR ADMIRAL AHDERSON: Should the ateffs of naval 
hospitals ani generel hospitals be mde up entirely of 
specielists and residents who are specislizing, or abculd the 
tablee of orgenization include e generous proportion of gonerel 
professional men? 

| REAR ADMIRAL AIZEIGHT; In replying to this ques- 
tion, I wish to stete that I am speaking only from the view- 
point of a medicel officer in the Nevy. 

In the Newy we bave hospitel ships and ve heve nzval 
hospitals, including meny dispensaries, some of which are 
comparable in size end mission to that of station hospitals 
within the Army. The only excuwwe for any shore ectivity within 
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the Navel Esteblistment is in support of the fleet. Medical 
men must be supplied to the fleet. When abcermi ship or in 
the field of the Marines, the Hovy expocts ite medical officers 
to be good ell<round medicel nen. 

In training navel modical officers at the naval medical 
school, these young doctors are taught how to do all tyyes of 
emergency operstions, including acute mastoid, acute epreniixz, 
emi other surgical procedures. It is true that az navel 
hospitels emi cur nmeval hospital ships require in certain 
specialties = fairly well-talenced etaff. This does not mean 
that these doctors are all certified by an American board in 
any one particular speciality. 

It is desireble in teaching institutions to heave a 
balanced staff of certified initvidusis, but certainly the 
needs of the avy primrily are thet of supplying modicizne, 
including surgery, to those within the Ievy, particularly the 
fleet. ; 

REAR AIMIRAL ANDERSON: Again in comection with the 
staffing of hospitele our Subocumittes has discussed the 
aduinistretive duties assigned medical officers ani nurese 
pertioulerly. In view of the acute shortege of this tye of 
persomel in the event of an emergency, cur committees feels 
- epkien cf gipindnakien ek pececene’ alleweae should Ye 
modified with 5 view to assigning professional work chy to 
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medical officers and mirses. 

We feel timt certain positions must be filled by 
medical officers, the commending officer, the exscutive officer, 
ond certainly the functions cof the office of the chief nurse 
should be performed by « nurse; but there are many adiminis~ 
trative duties in o hospitel which we believe ahould be 
performed by medical service corya officers end other non- 
‘Professional personnel. 

I mention this conclusion as one that our Subccemtittee 
will recommend for the information of your Subcommittee, Would 
your Subcommittee subseribe to such a ebunge in tables of 
organization? 3 

REAR ADMIRAL ALBRIGHT: May I esk in whet way ian'’t 
there being utilized to the fullest extent medical end nursing 
persomel within our hepitals? 

REAR ADMIRAL ANUERSOH: Well, I believe thet the 
Frofeesicnal employment of doctors ani nurses in hospttale te 
more carefully observed than it is in other medical units, 
particulerly in field units during national emergency, and 
perhaps the question applies mre to employmnt of those 
professicnel people during national emergency in field and 
smaller medical organizations. 

There hae been mach coment by reserve officere on 
their employment in nonprofessicnel work, I believe that a 
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officers in the Amy wos employed in administrative duties ami 
about 26 per cert cf the time of modicel officers in the Navy. ©. 

REAR ADMIRAL ALBRIGHT; I believe you are speaking 
about the poll which wae conducted by the American Medical 
Aseociation directly efter the cessnticn of hostilities in 
this last we. 

REAR AIMTRAL ANUERSON; Yeo. 

REAR ADMIRAL ALBRIGHT: I reviewed the reports of 
this poll with a greet deal of interest when thay wore published 
in the Journal of the Awericen Medicel Asscoctatian. 

I believe the criticiem edvence’ hy many medical 
officers who were in the armed forces at that time vere mie 
ai tne Wacken Sid Chie Shee ak bites ALU ce ee 
part of their time within the service in their pmrticuler 
gspecielty. They also expressed certain percentages of inactivity 
without any occupntion. 

My persone) opinion on this matter ie thet certain 
groups of medical officers comprising of etaffe for proposed 
hoepitels for over-ahore assigrment were held at ports of 
extexkntion for certain periods of time before being cssigned 
to thei> oversea steticons. I appreciate only tco well there 
was considerable loss of time while waiting for the progress 
oF the wo to reach e point where their services wore required. 
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It is true they were in « stand-by statue. Thies of course 
is a militery requirewent in thet they have been held at a 
certain point so that they will be evaileble to move furwerd 
when their services are required end when the nilitery mission 
hse reached the stage where their services will be neoied. 
In other words, the necessity for having the right thing at 
as eis yee = Uh as Coes i ths rice tte Se 
quived in all uilitary cperations. 

» « « OFF THE RECORD... - 

REAR AIMIRAL ANWLGSCN: The last one bexe ia “Factors 
contrituting to elieged overlapring.” I think we heave discussed 
that ag fer ss your Subcarmittee is concerned. It refers. 
particularly to the distribution of hospitals. 

REAR ADMIRAL ALERIGHT; And I talked about that Just 
@® while ago. | 

REAR ADMIRAL ANDERSON: I have nothing further to 
bring up. 

COLONEL POHL; I have two metters here, sir, if I 
may mention them? 

REAR ADMIRAL /NDBRSON: Yes. 

COLONEL POHL: I have reviewed the replica to 
approximtely 60 questiomatres, and I think ve have touched 
on most of the subjects reletive to agroemnt on size, the 
need for modern exrchitecturel design as compared with the 
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epperent lack of it, end ve are thinking sbout what should be 
done for future emergency in the construction aspect. ‘Thore 
were criticisms on locrxtion and on steffing. We heven't 
touched on the use of srecial treatmnt centers in the leat 
emexcenny, and I believe it's up to us to mike some t,o of 
recomeniation in regerd to such utilization. 

| REAR ADMIRAL ANDERSON: I think Admiral Albright 
hes referred to << 

COLONEL PORL:; Net special centers in thowselves 
for epecific type casos. 

EAR ADMIRAL ANDERSON s The Problem is es to whether 
specialized hospitals should be established and utilized, 
or whether the treatment of the speciel types of cases should 
be included in the work of the naval or genere] hospitals. 

COLOMSI POHL; May I go on fram there, sir? 

REAR ADMIRAL ANDERSON; Yes. 

COLOHEL POHL; The difficulty thet wes encountered 
wes the conflict of such speciel treatment centers with the 
hospitelizetion of the individuel near his home because they 
didn't have adequate distribution of those special-treatment 
centers. 

REAR ADMIRAL ALBRIGHT ; What would be the opinion of 
your Subccamittee in regesd to the use of special types of 
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hos pitels 7 
REAR ADMIRAL AIRE; Well, there is certainly 
plemty of precedemt for the establishment of speciel types of 


hospitels for the armed forces. For a mmiber of years the 


Army ond Nevy Gonernl Hospital at Hot Springs, Ariamese was 
utilized by the Army end the Ievy. 

At Pitzeimons Generel Hospitel at Denver for mny 
years the Army took cere of our tuberculous cases. On the 
other hemi, during thie past emergency when it was necessery 
for the Nevy and I believe alao the Army to get out of 
Saint Elizabeth's Hospitel, the Nevy did enter into en agxooe- 
nent or an exrengeeont with Fort Worth Public Heelth Service 
Howpital for the care of their paychiatric cases. | 

Ae I wilerstan’d at the present time this will be a 
considerstion which my have to be considered by our yarticuler 
poerd in that it 1s ay undoretanting that Fitzeimone will | 
not bave oufficient capacity for the care of tuberculous 
cases frau the three armed services. In auch event, 15 nn 
be nacessury to have snother hospital to take care of cases 
of tuberculosis vithin the services. 

In such case, I think it would be efvisable to have 
ome of thease hospitals located at some distance from Titzsimone 
Generel Hospital so that people from any perticuler pert of 
the country could be hospitelized in ench a hospital. 
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- ‘Thie could be carried further in the hospitalization 
of paychietric cases, if we ero able to so limit for the best 
utilizetion of highly-specialized personel and with a joint 
vee of a particular hospital for the paychiatric care of 
patients from the military services, that would be an economical 
factor. | 

COLONEL POHL; I have ore last thing, eir, if I 
may. I wondered, Admiral, if you could give me sane summery 
or conceyt of what your Subcoumittee has considered with regard 
to specific needs of the Air Forces for hospitalization if 
that matter hes come up at allt 

REAR AIMIRAL ALBRIGHT: Off the record, please. 

» « « OF THE RECORD... 

REAR ADMIRAL ALBRIGHT: Yen, consideration is being 
given for hospitalization of Air Force personnel, 

+ + « The meeting adjourned at 11:30 a.m... . 
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